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THE TREATMENT OF CANCERS OF THE COLON, 
RECTUM AND ANUS* 
IRVING M. ARIEL, M.D. 
New York, N. Y. 


INTRODUCTION 


Tumors of the large bowel are relatively common neoplasms and are second 
in frequency to the stomach in their incidence of involvement of the entire 
gastrointestinal tract. The incidence is increasing and since 1944 they have been 
more abundant than stomach cancer. It has been estimated that in 1947 there 


Intermediate Paracolic nodes 








as 


Fig. 1-Lymphatic drainage of the large intestine. (Courtesy of Grinnell, R. S., Ann. Surg. 
131:494. April, 1950). 


were approximately 35,000 deaths from cancer of the colon and rectum (18 per 
cent of all cancer deaths). The incidence of cancer of the rectum and anus is 
about 15 per 100,000 of population and the incidence of cancer of the colon is 


*Read before the Third Annual Convention of the International Academy of Proctology, 
Atlantic City, N. J., June 7, 8, 1951. 
From the Pack Medical Group, New York, N. Y. 
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estimated at 25 per 100,000 of population. They represent accordingly a major 
problem in the realm of cancer therapy and although the diagnosis is relatively 
easy, the complexity of the situations presented by this unusual neoplasm calls 
for keen judgment and much experience in the evaluation of the methods of 
diagnosing and treating cancer of the large bowel. 


The vast majority of these neoplasms occur in the lower rectum (53 per 
cent) with the value decreasing in incidence the higher one goes up the colon. 
Thus, the rectosigmoid is involved in about 5 per cent of the cases, the sigmoid 
in 12 per cent, descending colon is 4 per cent, splenic flexure 2 per cent, trans- 
verse colon 4 per cent, the hepatic flexure 3 per cent, ascending colon 3 per cent 
and the cecum 6 per cent. The ileocecal valve is involved by cancer in approxi- 
mately 0.3 per cent and the appendix in 0.2 per cent. The anus, fortunately, is 
involved by cancer in only about 0.6 per cent. Accordingly, the vast majority of 
neoplasms of the colon are within fingers’ reach if a rectal examination is per- 
formed and the sad commentary that so very many neoplasms are permitted to 





Fig. 2—Extent of operation for cancer at different sites of the large bowel. (Courtesy of 
Grinnell, R. S., Ann. of Surg. 131:494. April, 1950). 


progress, either because of the falure of the patient to seek mdical attention or 
the failure of the doctor to perform a rectal examination warrant emphasis. Since 
patients are becoming more alerted to the presence of cancer more are coming 
to seek medical attention at earlier dates but nevertheless, physicians are not 
performing rectal examination with the frequency which they should and delays 
ensue because of this fact. Along this line of thought it may be mentioned that 
physicians are the most guilty of procrastination in seeking medical attention 
for symptoms suggestive of organic disease of the large intestine in themselves. A 
diagnosis was recently made of cancer of the rectum by a proctologist who per- 
formed a digital examination upon himself and palpated the carcinoma of the 
rectum. Another pitfall to the diagnosis of rectal cancer is the fact that other 
lesions may present themselves and the examining physician may be mistakenly 
guided into an error of diagnosis on the basis of findings which could be inter- 
preted as referred to the gastrointestinal tract. Recently a patient who com- 
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plained of a feeling of pressure in the rectum sought medical attention. The 
examining physician discovered a large fibroid uterus and erroneously thought 
that the pressure from it upon the rectum was the cause of the symptoms. At a 
later date however, a cancer of the rectum was discovered. The examining phy- 
sician felt certain that the fibroids had caused the rectal symptoms and neg- 
lected to perform a rectal examination. Thus, the best way of diagnosing cancer 
of the large bowel is by the simple expedient of a digital examination of the 
rectum. Should something be palpated, a careful sigmoidoscopic examination 
can be done after proper preparation, and a biopsy taken. The old adage that 
“if you don't put your finger in, you will surely put your foot in” certainly holds 
true in diagnosing rectal neoplasms. 


The etiology of carcinoma of the large bowel is not known. It has been 
established that polyps predispose to the formation of cancer. As polyps are the 
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Fig. 3—Effect of colostomy upon longevity in patients with rectal carcinoma. 


most common benign tumors of the large bowel (approximately 9 per cent of 
all autopsies) it behooves the physician to treat with respect and expert judg- 
ment all instances of polyps of the bowel. Chronic ulcerative colitis has also been 
shown to be a fore-runner for carcinoma of the bowel (4.2 per cent of patients 
with ulcerative colitis develop cancer). Lymphogranuloma inguinale predis- 
poses to the formation of rectal cancer. Diverticula which become inflamed and 
result in bulky diverticulitis confuse the diagnosis and results in operative 
intervention for the differential. However, there has been no data to fully dem- 
onstrate that diverticula predispose to the formation of cancer. 


PATHOLOGY 


Most cancers of the large bowel are adenocarcinomas. Others such as lipo- 
mas, sarcomas and lymphomas as well as argentaffinomas, etc., do occur. They 
represent the rare type of neoplasm and will not be discussed in more detail here. 
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The early carcinomas of the bowel usually take origin from a pre-existant polyp 
or they may develop directly from the mucosa. They gradually grow in a fung- 
ating manner and infiltrate into the wall of the bowel. The tumors gradually 
extend in a centrifugal manner about the walls of the intestine and have grown 
about one-third around the intestinal lumen in six months. It takes about 18 
months for the tumor to completely circumvent the bowel. Accordingly, when 
the surgeon encounters an annular carcinoma which involves the entire circum- 
ference of the intestines, he may assume that this neoplasm has been present for 
approximately 18 months. Cancers spread furthermore, along the bowel wall 
and it has been demonstrated that they will extend for a distance of at least 5 
centimeters within the intestinal wall both in an inferior and superior direction. 
Thus, all intestinal resections should include a safety margin of distance in both 
directions from the neoplasm. The carcinoma may extend through the intestinal 
wall by direct growth and involve contiguous organs as the bladder, vagina, 
other loops of the bowel, kidney, etc. Carcinomas of the large bowel of course 














Fig. 4—Radical pelvic evisceration. (a) Curvilineal incision. (b) Exposure afforded for pel- 
vic dissection. Dotted line indicates scope of excision of pelvic peritoneum. 


metastasize very frequently by way of their lymphatics. The lymphatics in gen- 
eral follow the blood supply with the primary branches presenting to the pericolic 
lymphatics and the main channels going along the right, mid and left colic ar- 
teries to the mesenteric arteries. Figure 1 demonstrates the lymphatic drainage 
of the large bowel and Figure 2 indicates the amount of intestine which 
should be resected for cancers of the different anatomic sites. Periaortic nodes 
high in the aorta which had defied explanation previously and were called skipped 
nodes can now be explained. It has been demonstrated that lymphatics from 
the rectum may drain to the ovaries. Rectal cancer implants in the ovaries oc- 
cur and then secondary lymphatic metastases from the ovaries develop in the 
high periaortic nodes. This observation suggests that the carcinoma of the rec- 
tum, to be treated adequately in the female, should also include an odphorec- 
tomy. The close association of the uterus to the rectum further suggests that an 
hysterectomy be performed and accordingly, in females it is wise to combine a 
bilateral o6phorectomy, salpingectomy and hysterectomy with the resection of 


the cancer bearing rectum. 
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Special technics are required to demonstrate lymph node involvement in 
many of the nodes which were not clinically enlarged. Thus the absence of visi- 
ble positive nodes in no way indicates that metastasis to lymph nodes has not 
occurred. Lymphatic nodes may be involved inferior to the location of the neo- 
plasm by retrograde metastasis. It is a sad commentary that from 15 to 20 per 
cent of patients with rectal cancer demonstrate involvement of the veins at the 
time of the initial operation for cancer was done. This precludes. expectaions 
for a cure because in all probability distant metastases have occurred. This high 
value can be lowered only by earlier diagnosis and therapy. 


The above observations concerning the etiology, frequency, modes of diag- 
noses, natural history and methods of spread of carcinoma of the large bowel 
will serve as a background for understanding better the principles and methods 
of attempting to ablate this type of cancer. 


ca lg 





Fig. 5—Radical pelvic evisceration. Ligation of hypogastric arteries. Mobilization of ureters. 


SURGICAL TREATMENT OF CARCINOMA OF THE COLON AND RECTUM 


The tenets for treating cancer of the bowel by resection of a large segment 
of the cancer-bearing colon with the lymph node draining area and the restitu- 
tion of the continuity of the gut by anastomoses of the severed segment has been 
known for over a hundred years. Lembert, in 1826, described the typical Lem- 
bert serosal suture and it has been practiced since then. However, because of 
the very high mortality associated with resection of the bowel and the attempted 
anastomoses, a practice of exteriorizing the bowel to be removed and then sever- 
ing and anastomosing that segment of bowel at a later date was practiced after 
the dictums of Mikulicz and Rankin. This practice contributed to a significant 
decrease of the high mortality which prevailed when attempts to remove the gut 
and anastomose the severed segment were practical. However, in the first part 
of this century despite improvements in anesthesia, fluid balance, asepsis and 
surgical technic, the mortality from bowel resection was still quite prohibitive. 
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It has only been within the past ten years that resection of the cancer and anas- 
tomosis of the severed portion could be done with impunity. Before the advent 
of antibiotics and a knowledge of methods of preparing adequately the bowel 
for surgery as well as learning methods of preparing adequately the patient for 
surgery, different technics were advocated to lessen the mortaility associated 
with resection and anastomoses. Some of these included medical decompression 
by means of a long intestinal tube preceding surgery, the asceptic method of de- 
compressing the bowel and the ascetpic method of closed anastomoses as advo- 
cated by Wangensteen and staged resection in the presence of obstruction have 
all been practiced to lower the mortality of the resection of the cancer and estab- 
lishing the continuity of the bowel. Some of the methods utilized in removing 
cancer of the colon are pictured in Figure 20. 


The only way of treating cancer of the colon and rectum today is surgical 
extirpation of the disease. The criteria for exploratory laparotomy is the pres- 
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Fig. 6—Radical pelvic evisceration. Right ureter transsected. Beginning dissections of right 
obturator space. 


ence of the cancer. We do not adhere to any doctrine which preaches that there 
are medical contraindications to the treatment of cancer. Age is certainly no 
contraindication and patients with cardiac disease or other medical abnormali- 
ties should be given the benefit of attempted ablation of cancer. An exploratory 
laparotomy is not a traumatic procedure and in our experience all patients with 
the exception of those with severe adrenal failure, will survive the procedure 
with adequate care. Evidence of distant metastases should also not deter the 
surgeon from exploring the patient because palliative local excision may be per- 
formed for palliation. Evidence of widespread disease with marked pulmonary 
and hepatic involvement is of course a contraindication for exploration. The 
question of fixation of the tumor as noted on digital examination is one which 
has caused certain surgeons to deter operation. Ackerman and Regato report 
that in two-thirds of their males with fixations the tumor wasn’t operable but in 
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females, one-third of the tumors were inoperable. It has been our practice in 
cases with fixation to administer a course of external deep x-ray therapy. The 
result of this practice has been promising and has been reported by Pack and 
Miller at the International Cancer Congress in London last year. Certain inop- 
erable rectal neoplasms have been made technically operable by this procedure. 


The question of operability at the time of exploratory resection may be an- 
swered that all cancers which can be technically removed should so be done. If 
metastases are found in the liver or peritoneal implants or periaotric lymph nodes 
are encountered a palliative resection of the tumor may be done. If the hepatic 
metastases are very widespread then a simple colostomy should suffice for pal- 
liative purposes. The performance of a colostomy does not extend the life of 
the patient one bit (Fig. 3), but it does offer marked palliation in the presence 
of obstruction on the left side of the colon. Accordingly the presence of a few 
hepatic metastases or a limited number of metastases elsewhere in the body 





Fig. 7—Radical pelvic evisceration. Transsection of pelvic colon. 


should not deter the surgeon from performing a palliative resection of the can- 
cer-bearing bowel. 


In view of the fact that cancer of the rectum grows in an indolent manner, 
pressing against contiguous structures including the pelvic, nerves and blood 
vessels and results in marked pain from these pressure symptoms, as well as se- 
vere lymphedema of the lower extremities as the result of pressure against the 
circulatory and lymphatic structures, it is considered advisable in all instances to 
do a resection of these neoplasms wherever possible despite conditions of metas- 
tatic spread, except in overwhelming instances and in very poor risk patients. 
This discussion accordingly brings us to the question of the type and extent of 
surgery which must be performed. Before discussing this feature it behooves us 
to present in a brief manner the preoperative preparation of the patient who is 
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usually debilitated, especially when the neoplasm is on the right side of the colon 
where it does not, as a rule, produce marked symptoms but rather, produces 
symptoms and signs of inanition, bleeding, anemia, hypoproteinemia, electrolyte 
and fluid imbalances. In patients with neoplasms on the left side of the bowel, 
symptoms and signs of obstruction present themselves and offer challenges to 
the surgeon to prepare his patient adequately for operative intervention. 


PREOPERATIVE PREPARATION OF PATIENTS 
For RESECTION OF CANCER OF THE COLON 


I. When no obstruction exists. 
These patients have frequently had abnormalities of their bowel habits with 


alternating constipation and diarrhea as well as abdominal pain, and they are 
very frequently undernourished. I always place these patients on a high protein, 





Fig. 8—Radical pelvic evisceration. Left ureter transsected. Segment of colon to be excised 
with rectum. 


high carbohydrate diet and urge them to take, besides their regular meals, which 
should be of a soft consistency, large doses of milk often fortified with one of the 
protein hydrolysates. No specific caloric or protein content is advised. The 
patients are urged to take as much food during the preoperative regime as pos- 
sible. A plurivitamin capsule is given as a supplement. If the patient is anemic, 
liver iron preparation is given. The patient is hospitalized as quickly as is tech- 
nically feasible. Mineral oil oz. T b.i.d. is advised. 


1. Care during hospitalization. 


The patient is hospitalized for five to six days preoperatively at which time 
he is given a low residue high protein diet. If the patient is anemic, it has been 
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my practice to give 500 c.c. of blood every other day until the hemoglobin value 
reaches 12 grams per cent. It is to be emphasized that rapid administration of 
much blood should be condemned, especially in patients with cardiac abnor- 
malities. Transfusions will also help correct existing hypoproteinemia. Great 
care must be exercised in proper cross-matching because transfusion reactions 
are not uncommon and are unnoticed especially if the patient is anesthetized and 
may result in postoperative renal shut down. 


Antibiotics are started on the patient two days before operation. Sulfasuxi- 
dines or streptomycin half a gram every six hours are given around the clock. 
This usually sterilizes the bowel in two days. They should not be started too far 
in advance of the operation because the bowel can be sterilized in the two day 
period and bacteria become resistant to the antibiotics in time. 


All attempts should be made to completely free the bowel of feces when 
possible. High colonics are given twice a day for two to four days preceding the 





Fig. 9—Radical pelvic evisceration. The rectum is dissected free from the hollow of the 
sacrum. 


operation. A mild cathartic consisting of either milk of magnesia or mineral oil 
is given for two days preceding operation. The patient is encouraged to keep 
out of bed and to walk about preoperatively. 


Patients who suffer from cardiac, kidney, diabetes or other medical compli- 
cations should always be cared for preoperatively in consultation with an in- 
ternist. It is beyond the scope of this presentation to discuss those problems. 


Immediately before operation a long intestinal tube is inserted into the in- 
testine and attached to Wangensteen drainage which is continued throughout 
the operation. The patient is catheterized and an indwelling catheter permitted 
within the bladder throughout the operative procedure. In certain instances 
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where a great deal of difficulty is anticipated, especially an obese patient, the 
insertion of ureteral catheters into both ureters will help prevent damage to 
those structures. 


II. If obstruction exists. 


The procedure of preoperative preparation will depend upon the degree of 
the obstruction and extent of the ensuing distention. Usually subacute obstruc- 
tion can be handled by saline enemata to help free any impacted feces and per- 
mit the escape of gas. The rectal tip shouid not be inserted too far for fear of 
traumatizing the cancer and rectal tubes should not be passed beyond the ob- 
structive lesion. At times a small Levine tube may be inserted up into the rectum 
beyond the obstruction and irrigation by saline enemata and attachment to 
Wangensteen suction will help deflate the bowel. 





Fig. 10—Radical pelvic evisceration. Anterior dissection started in prevesical space. 


If the ileocecal valve is competent, the large bowel presents a closed look 
obstruction and must be handled quite drastically without delay. However, in 
certain instances, if the distention is mild an attempt at passing a long intestinal 
tube to deflate the gut especially where the ileocecal valve is patent is advised. 
The author recently did this procedure in an aged patient which permitted the 
resection and anastomoses of bowel as a one-stage procedure. In all instances of 
obstruction of the bowel and marked distention of the large gut, the procedure 
of choice is a colostomy. The author prefers a transverse colostomy whereas 
others favor a cecostomy. This is done immediately as a preoperative preparation 
and permits complete decompression of the bowel with escape of the fecal con- 
tent. Its only objection is the fact that the patient will have to be subjected to 
three operative procedures: the performance of the colostomy, the definitive 
resection of the cancer and contiguous structures, and the eventual closure of the 


colostomy. 





to 
all 
mi 
an 


fer 
Wi. 
an 
mc 
pu 


ton 





Ariel—The Treatment of Cancers of the Colon, Rectum and Anus 17 


THe CHoIce OF OrERATION 


Although a great deal has been written about the type of operation which 
should be done hee cancer of the colon and rectum the simple common denom- 
inator that the segment of bowel above and below the cancer and the interven- 
ing lymphatic drainage should be removed dictate all the technical procedures. 
It is my practice to remove the entire right side of the colon for any malignant 
neoplasm of the right colon. This practice prevails also for carcinoma of the 
appendix. Should an appendix be removed in a mistaken diagnosis of appen- 
dicitis and the section shows that the carcinoma exists in the appendix then it is 
my practice to re-enter the abdomen and perform a hemicolectomy. The results 
of appendiceal carcinoma are notoriously poor and this practice is certainly justi- 
fied by those poor results. For carcinoma of the transverse colon most of the 
transverse colon can be resected and anastomoses affected. Since the middle 
colic artery supplies the transverse colon attempts at a conservative resection is 











Fig. 11—Radical pelvic evisceration. All pelvic viscera dissected free from above. Construc- 
tion of ureterocutaneous neostomies. 

to be condemned because the resultant gut will not remain viable. Accordingly, 

all that segment of bowel including the mesocolon which is supplied by the 

mid colic artery is to be excised and anastomoses of bowel supplied by the right 

and left colic arteries. (Fig. 2). 


There is a great deal of variation in the blood supply of the bowels of dif- 
ferent patients, and one cannot be guided by any fixed principle. It is always 
wise to excise those portions of bowel indicated by the presence of the cancer 
and then to note if there are arterial pulsations in the segments to be anasto- 
mosed. If not, additional resections of bowel is indicated to reach a point where 
pulsating arteriole are visualized. 


Cancers of the left side of the colon should be treated by a left hemicolec- 
tomy. It is essential to free the entire left colon including the splenic flexure and 
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then to effect anastomoses with the transverse colon to the distal colon which 
had been left. All intervening lymph drainage tissues should of course be moved. 


Cancer of the rectum and rectosigmoid has presented a problem of therapy 
for many years. The classical abdominoperineal resection as described by Miles 
over a hundred years ago is still the procedure of choice for almost all cancers 
of the rectum. This operation is indeed an ideal cancer operation because its 
concept includes the resection of the rectal cancer and the intervening lymphatic 
drainage en block. The Miles abdominoperineal resection, like the Halsted radi- 
cal resection of the breast, which is also an ideal cancer operation, includes the 
tenet that the primary cancer, the lymphatic drainage, and all intervening tissue 
should be resected en block. The concept of removing a cancer and then permit- 
ting skipped areas to remain and removing distant regional lymph nodes is fre- 
quently fraught with failure because of the presence of tumor emboli in the inter- 
vening tissues. This policy is followed by many for the treatment of melanoma 
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Fig. 12—Radical pelvic evisceration. Purse string closure of anus. Onset of perineal dissection. 


of the lower extremities where the tumor is widely excised and the intervening 
tissues permitted to remain untreated while the lymph nodes of the groin are 
radically resected. This practice does not adhere to the tenet of cancer surgery 
and the example is presented to indicate the adequacy from a cancer therapeu- 
tic standpoint of the Miles abdominoperineal resection, which removes the pri- 
mary cancer and the drainage lymphatics in continuity. 


Since the lymphatic drainage for the rectum extends proximally and does 
not extend a great distance distally, the upward dissection of the lymph bearing 
area should extend to the inferior mesenteric artery. In certain instances the en- 
tire periaortic lymph nodes can be resected as high as the duodenum. A mid-line 
incision extending from the symphasis to above the umbilicus which can be fur- 
ther extended to the xiphoid should the resection of the periaortic lymph nodes 
be carried out, is utilized. 


— Ps 
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Table I presents the 5 year survival rates of patients with rectal cancer 
treated at the Mayo Clinic. 


When Miles conceived the abdominoperineal resection, he conceived the 
extension of cancer in two planes: inferiorly and superiorly. Recent evidence has 


TABLE I 
SurvVIVAL RATEs OF PATIENTS HavING ADENOCARCINOMA OF THE RECTUM AND SIGMOID 


CoLon TREATED BY COMBINED ABDOMINOPERINEAL RESECTION 

















Lived 5 or More Years 
After Operation 
Level of Lower Per cent of 
Edge of Lesion Nodal Traced Traced 
Above Anal Margin | Metastasis | Patients Patients Number Patients 
All cases 100 93 43 46.2 
0-5cm. Without 56 50 83 66.0 
With 44 43 10 23.3 
All cases 201 182 93 SLE 
6-10 cm. Without 105 94 vil 75.5 
With 96 88 22 25.0 
All cases 87 80 43 53.8 
11 cm. or more Without 54 47 32 68.1 
With 33 33 ll 33.3 




















demonstrated that rectal cancer also spreads into lateral lymphatics involving 
the obturator and the iliac chain of nodes. Accordingly, the extension of the 
Miles abdominoperineal resection in a lateral direction to include the deep iliac 
lymph nodes is an added improvement to the classical operation. 





Fig. 13—(A) Perineal dissection completed, showing abdominal contents. 
(B-C) Closure and packing of perineal wound. 


After the resection of the cancer it is our policy to put the colostomy in 
the mid-line within the operative incision. This mid-line colostomy affords a 
good location for which the patient can perform the colostomy toilette. We 
have found it far more desirable than a laterally placed colostomy. The perineal 
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wound is closed leaving a drain in situ. The closure of the perineal wound 
hastens discharge from the hospital and decreases the morbidity quite signi- 
ficantly. 


Some surgeons have adopted the practice of having two teams work 
simultaneously in performing the resection. One team works on the perineal 
side and another does the abdominal portion of the operation. I do not see 
the need of this team work in the ordinary case but in very short and obese 
patients the two team combination is excellent and facilitates the rectal resection. 


Within recent years the Miles abdominoperineal resection has been modified 
both in an extension of the radicalness and attempts to be more conservative. 
These will be discussed separately. The conservative procedures include (1) 
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Fig. 14—Radical pelvic evisceration. Diagram with shaded region to indicate the extent of 
dissection and viscera removed. 


an anterior resection of cancer of the rectum with low anastomoses, (2) a pull- 
through operation with the proximal segment being brought out as a perineal 
colostomy, and (3) an intussusception type of anastomoses with the terminal 
mucosa being delivered outside the rectum, the proximal colon being delivered 
through this and an anastomoses done on the outside which is then delivered 
back into the abdominal cavity. 


THE More CONSERVATIVE OPERATION 


The anterior resection of cancer of the rectum with a low anastomoses 
can be performed for those lesions which lie from 9 to 12 centimeters superior 
to the anus. Indications which I utilize for performing this operation are: a 
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high lesion at least 10 c.c. above the anal margin, an early lesion without 
evidence of external spread beyond the mucosa. I do not believe this operation 
is ever indicated for a Duke’s C classification where the serosa and surrounding 
lymph nodes are invaded. (3) The patient in good physical shape and who 
lends himself well for adequate exposure and resection. It is inadvisable to 
attempt to do an anterior resection and anastomoses in a short, fat individual 
where exposure is difficult. (4) This operation is advisable as a palliative 
measure. In patients whose rectal lesions are resectable but who present evi- 
dence of metastases distally, it is our policy to attempt a palliative resection. 
The palliative procedure is more desirable than a colostomy. It may be men- 





Fig. 15—Radical pelvic evisceration. Postoperative state. 


tioned that in a large series of cases the performance of a colostomy, although 
it did offer palliation for those symptoms of obstruction, it did not enhance the 
period of life of the patient. The anterior resection is also advocated in the 
very aged patient where one can compromise with a true extensive radical 
cancer operation. These older patients adjust to a colostomy poorly and it is 
felt that an anterior resection is justifiable at the risk of not expecting a com- 
plete cure. 


The pull-through operation, as advocated by Bacon, etc., with the resultant 
of a perineal colostomy has not proved worthwhile in our experience. The 
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patients do not tolerate the perineal colostomy well and we have abandoned 
the use of this operation. 


The intussusception type of operation, as indicated recently by Welch and 
Swensen, who state that the operation permits adequate resection of the rectum, 
sigmoid and the intervening lymphatics. They pull the proximal section of 
the remaining large bowel after the segment bearing the cancer and its lymph- 
atics have been resected through the anal margin. The distal portion of resec- 
tion is made within a half inch or so of the anal margin. This is then everted 
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Fig. 16—Conservative rectal resection with preservation of sphincter. Burch modification of 
pull-through technic for females. 


out of the anus and an anastomosis effected between it and the segment of 
bowel which has been delivered through the anus, after which the anastomosed 
bowel is then delivered back into the pelvic cavity. This operation appears to be 
a good operation for cancer surgery in certain cases and its true worth will be 
determined only after the trial of clinical application and time. It certainly does 
deserve an adequate trial. The only fault I can find with the operative procedure 
is that the segment of rectum about the anus which is removed is removed con- 
servatively and the tissue about the anal margin is saved. Too frequently this 
delivery of the perineal portion of the rectum without sacrificing the adjacent 
tissues offers an increased risk for recurrence as the result of cancer left behind 
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which have infiltrated into these tissues. Too frequently the perineal portion of 
the rectum is removed from its bed as if with a shoe horn with very little sur- 
rounding tissue removed, and recurrences occur as a result of cancerous deposits 
in the perianal and perirectal tissues. 


Each of the above described operations have certain indications but are 
at best a compromise with the classical Miles type of abdominoperineal resec- 
tion. The application is dependent upon careful surgical judgment usually 
based upon wide experience in the handling of patients with cancer of the 
rectum and sigmoid. 


The performance of a more conservative type of operation dictates that a 
very careful postoperative follow-up regime is to be carried out. Frequent 
proctoscopic examinations must be performed for the residual portion of bowel 
has been left behind for physiological rather than for anatomic reasons. 
It behooves the surgeon who does the more conservative type of procedure 





Fig. 17—Carcinoma and polyps of the rectum in the same surgical specimen. 


to arrange that he perform the very careful follow-up so necessary and if the 
patient has been referred to him, he arrange with men experienced in the field 
of digital and proctoscopic examination to perform these examinations. 


THE EXTENSION OF THE MILES ABDOMINOPERINEAL RESECTION 


The routine abdominoperineal resection has been extended by various 
surgeons in every diameter except inferiorly. The observation that lymph 
nodes spread laterally have indicated that the removal of the iliac, inguinal 
and obturator lymph nodes at the same sitting as the abdominoperineal resec- 
tion is advisable. The observation that cancer of the rectum can spread by 
way of the ovaries and then by way of the ovarian drainage from secondary 
deposits in the ovary to the periaortic nodes justifies the performance of a 
resection of the female genitalia associated with the classical abdominoperineal 
resection in females. The observation that the lymphatic drainage is along the 
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vessels that supply the colon and rectum and then up the periaortic nodes, 
indicate that the value of the operation can be enhanced by resection of the 
periaortic node as high as the duodenum being resected and the findings of 
lymph node metastases at these sites certainly justifies this procedure. The 
presence of polyps in other sites of the colon with a cancer of the rectum or 
rectosigmoid justifies the resection of that segment of bowel which begins with 
the anus and extends up to a portion proximal to the location of the polyp. 
If the polyp is in the descending colon then the colon should be resected up 
to the splenic flexures. If it is in the transverse colon then the colon should be 
resected to a safe site and proximal to the location of the polyp. Should the 
polyp be in the cecum and the cancer in the rectum it has been our policy 
to perform a total colectomy in all such instances. We do not believe that one 
can temporize or compromise with the radical approach because every polyp 
is considered potentially malignant and in the presence of cancer it is felt 
that the possibility of these polyps becoming malignant justifies the radical 
approach. If the cancer is above the peritoneal reflexion and one elects to do 





Fig. 18—Lipoma of the colon. 


a total colectomy leaving the rectum behind and performing an ileoproctostomy 
this procedure may be accomplished. Doctor Wangensteen at the University 
of Minnesota has demonstrated that if a total colectomy is affected and none 
of the terminal ileum be included in the operative specimen then one may 
look forward to the patient suffering intractable diarrhea for long periods of 
time and even permanently. It is imperative that if the total colectomy and 
ileoproctostomy is performed that very careful attention be paid to the remain- 
ing rectum. Careful and frequent digital and proctoscopic examinations are 
important and any surgeon who assumes the responsibility of leaving this 
segment of rectum behind must also assume the responsibility of providing 
for careful follow-up of that remaining segment of rectum. Familial polyposis 
may be treated the same way even where a cancer does not exist, and a total 
colectomy with an ileoproctotomy performed, providing that careful attention 
be paid to the rectum which has been preserved. Should the polyps extend 
right down to the anal margin, then the only procedure which can be done is 
a total colectomy with an ileostomy or else a total colectomy and an extracorpore- 
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al anastomoses as designed by Welsh and Swensen. Some prefer to leave polyps 
in the terminal rectum and treat them by fulguration. This can be a hazardous 
practice. 


When cancer of the rectum has spread to contiguous structures, it is our 
belief that the cancer and contiguous structures can be removed radically. 
Thus in the male where the spread is usually to the bladder a total cystectomy 
and resection of the rectum can be affected. In such instances it is our practice 
to perform a bilateral cutaneous ureterostomy and then a mid-line colostomy. 
We do not believe in the performance of a cloaca-like wet colostomy with 
ureters draining into the colostomy. In the female the uterus acts as a barrier 
preventing the spread of cancer of the rectum to the bladder and accordingly 
if there is any such spread to the uterus a Wertheim type of hysterectomy 
should definitely be done and this might also be done routinely in patients 
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Fig. 19—Cancer of the rectum showing two primary carcinomas in the same specimen. 


without evidence of spread because of the danger of such a method of exten- 
sion of cancers of the rectum. If the bladder is involved then of course a 
rectal resection combined with a Wertheim type of hysterectomy can be affected. 
Photographs showing one such instance are included. 


In instances where cancer spreads secondarily to the rectum (cervix- 
primary) the same type of pelvic exentration is the treatment of choice. 


X-ray in such advanced cases has little if anything to offer and every effort 
should be made at a surgical excision if at all possible. 


Wangensteen has advocated reoperation in all patients with Duke’s C type 
of cancer of the rectum. Since it is known that the mortality rate is high 
(10 per cent or less, 5 year survival) one can be almost certain that the 
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cancer will reappear clinically if one waits long enough in most instances. He 
argues that rather than wait until the cancer presents itself clinically by pro- 
ducing symptoms or a palpable mass, the surgeon should re-explore after a 
respectable period of time, usually about four to six months after the initial opera- 
tion to see if a recurrence has occurred and if so, then that recurrence can be 
resected. He has been practicing this policy for the past several years and 
has a number of patients who present evidence of recurrence at the time of a 
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Fig. 20—Various types of operative procedures designed for the treatment of rectal cancer. 
(A) Perineal and Sacral Operations. 
second look. These are resected after which the patient is again re-explored 
about six months later and if evidence is again presented, it is again resected. 
This practice requires frequent looks to notice the state and remove the cancer 
if present. This approach certainly warrants careful and prolonged study by 
more surgeons to note the natural history of the disease and to probably 
salvage more lives. Those with whom the author discussed this problem have 
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criticized it mainly from an economic standpoint. This cannot be denied but 
if one is to study human cancer and to cure it one cannot compromise 
with boldness and strict tenets must be adhered to to conquer this almost un- 
surmountable disease, especially after it has transgressed the limits of the bowel. 
Further study utilizing this philosophy will certainly add to our knowledge 
of the natural history of cancer of the rectum and probably salvage some lives. 


B INTRA-ABDOMINAL OPERATIONS 
4. The Mikulicz Operation 
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4. Mobilization and Exferiorization with Realignment 


Fig. 20—(B) Intraabdominal operations. 






































CANCER OF THE ANUS 


Cancer of the anus represents about 4 per cent of all cancers of the gastro- 
intestinal tract, is of the epidermoid type is more malignant and _ carries 
with it a much poorer prognosis than cancer of the rectum (15 to 20 per 
cent 5 year survivals). The initial appearance of the cancer of the anus is 
usually small, and asymptomatic except for some which develop in pre-existing 
fistula. Melanoma in this location, which is not uncommon, should always be 
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considered in any pigmented lesion of the anal area. Although radiation has 
been used and good success is claimed for it, it is my belief that only for 
neoplasms which involve the perianal skin and which are superficial should 
irradiation be used. For all cancers of the anus as such, the only type of 
procedure is a radical surgical excision, the combined abdominoperineal resec- 
tion as performed for the cancer of the rectum, a very wide excision of all 
the contiguous structures about the anus which would include the levator 
ani muscles and other structures and this to be combined with a radical bilateral 
groin dissection at the same surgical seance. Because the anus drains to the 
inguinal region, cancer of the anus, unlike cancer of the rectum, frequently 
metastasizes to those sites. Hence, no operation of cancer of the anus is com- 
plete unless the bilateral groin dissection which includes the obturator, iliac 
and inguinal nodes are included in the resection. 


c ONE-STAGE ABDOMINO-PERINEAL OPERATIONS 
4. The Miles Operation 
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2. The Babcock Operation 
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Fig. 20—(C) One-stage abdominoperineal operations. 
SUMMARY 


The indications to date are that the only way cancer of the rectum and 
anus can be cured is by the application of surgical principles. These surgi- 
cal principles have been developed through the years and have reached their 
present state of application through evolutionary processes. Certain scien- 
tific surgeons are extending the surgical horizon in their application to cancer 
therapy, and as such, have developed new procedure to cope with those 
problems which were deemed inoperable a few years ago. Careful control 
of all patients subjected to these new procedures are essential and all criteria 
pertaining to the stage of disease, extent of disease, type of surgical procedure 
carried on, etc., are important so that these procedures can be evaluated after 
sufficient clinical material has been obtained and after the trial of time. All 
that is new is not necessarily good and only by careful control can that which 
is good be evaluated and universally adopted. 
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The newer procedures call for necessity for much closer teamwork 
amongst the various specialties. I believe that the day of the individual surgeon 
in handling these massive resections is over as it calls for a careful coopera- 
tion and consultation with an internist who has adequately prepared the 
patient for the hazards of such major operations, the urologist who evaluates 
renal status and controls the urinary system during and after the operative 
procedure, the surgeons who work hand-in-hand with these colleagues in 
effecting the technical phase of the operative resection, the proctologist who 
makes early diagnoses, and thereby effects cures by more conservative pro- 
cedures and also to participate in the careful follow-up especially in all patients 
who have had resections in which the terminal portion of their intestinal tract 
has not been removed. Only by the adoption of these principles will progress 
be made. 
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THE VALUE OF ROUTINE ANOSIGMOIDOSCOPY AS A DIAGNOSTIC 
PROCEDURE IN GENERAL PRACTICE* 
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Anosigmoidoscopy is a simple diagnostic procedure which should be part 
of the medical armamentarium of every practicing physician. It should not 
be limited to the proctologist or surgeon. The procedure is a safe, technically 
easy endoscopic examination'*;*, which is the best and practically the only 
method of diagnosing benign and malignant anorectal lesions. 


At the George Washington University Hospital, under the auspices of the 
Departments of Medicine and Surgery, a clinic was established for the purpose 














TABLE I 
AGE DIsTRIBUTION OF PATIENTS WiTH ANORECTAL DISEASES 
Number of Cases Number with Percentage with 
Age in Each Age Group Active Diseases Active Diseases 
12-19 37 4 10.8 
20 - 39 400 160 40.0 
AO - 59 395 185 46.9 
60 plus 168 79 47.0 
TOTAL 1000 428 42.8 











of applying anosigmoidoscopy as a routine procedure for all new patients seen 
in the out-patient department, regardless of their original complaints and ill- 
nesses. The 1,000 examinations reported herein represent an unselected group 
from a general clinic practice. 


Many of the examinations were performed by medical residents under 
supervision of the attending consultant. All minor surgical procedures including 
biopsies with fulguration were performed at the original examinations when- 
ever possible, thus obviating the necessity of appointments for surgery. This 


*From the Departments of Medicine and Surgery, George Washington University 
Hospital, Washington, D. C. 

+Residents in Medicine, George Washington University Hospital 1949-1950. 

+7Assistant Clinical Professor of Medicine, George Washington University School of 
Medicine and Hospital. 

+++Associate in Surgery, George Washington University School of Medicine and Hospital, 
and the Gallinger Municipal Hospital. 
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step definitely enhanced the value of our study and taught the medical residents 
the simplicity and value of these minor surgical procedures. 


The value of routine anosigmoidoscopy is disclosed in the finding of a 42.8 
per cent incidence of one or more anorectal diseases in the 1,000 patients 
examined. Browne and McHardy? report a 30.6 per cent incidence of significant 
abnormalities in 1,000 routine proctosigmoidoscopic studies, and a recent report 
by Portes’ shows that in 448 cases without symptoms, pathological conditions 
were found in 20 per cent while 40 per cent of the total 1,000 had demonstrable 
hemorrhoids. 


Analysis of the age distribution of the patients with anorectal diseases in 
our series reveals that patients over 20 years of age have a 40 to 47 per cent 
incidence of diagnosable diseases. Percentagewise, there is no significant in- 
crease or difference in the frequency of anorectal diseases between age groups 
in our series after 20 years of age. It is interesting to note that 96.4 per cent 
of all patients examined were in this age group. Table I gives the age dis- 
tribution of patients with anorectal diseases. 








TABLE II 
Sex AND RaAcE DISTRIBUTION OF PATIENTS WiTrH ANORECTAL DISEASES 
| Total Number | Number With % With Active 
| in Group Active Disease Anorectal Disease 
Male | 328 | 138 42.1 
Female 672 | 290 | 43.2 
White | 465 | 205 | 44.1 
Colored 535 | 993 | 41.7 





There are no significant differences in the frequency of anorectal diseases 
in the male and the female, or in the white and the colored, as shown in 
Table II. Review of the general literature substantiates an equal distribution 
of inflammatory lesions in both sexes!*-*, with a higher percentage of malignant 
diseases in the male!:*:’, 


Only 78, or 7.8 per cent, of the 1,000 patients examined came to the 
clinic with anorectal symptoms as their chief complaint. However, on close 
questioning, it was discovered that an additional 44.1 per cent had some 
symptoms which they considered incidental. These figures suggest that many 
people with anorectal complaints accept them as part of normality or that they 
consider them too unimportant to seek aid. The well-known fact that patients 
who have rectal diseases will defer for as long as possible the aid or con- 
sultation of a physician is one of the stumbling blocks in the management 
of cancer of the rectum. 
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Our analysis reveals that 79 per cent of those patients with primary, or 
with elicited symptoms, had recognizable anorectal pathology. If only those 
patients with primary complaints had been examined, as is the common practice 
in out-patient departments and in office practice, 441 patients, approximately 
three-fourths of whom had active disease, would not have been examined. 
Another revealing figure is the 24 per cent incidence of active disease in the 
481 patients who had no complaints of any kind referable to the anus or rectum. 
This again emphasizes the importance of routine anosigmoidoscopic examina- 
tions as a “must” for every practicing physician. 


That anorectal complaints are not always due to recognizable pathology 
is shown by the fact that 21 per cent of the patients who had complaints 
had no demonstrable disease. Table V describes the relationship of primary 
and elicited complaints to frequency of lesions and also shows the percentage 
of patients with lesions but without any complaints. 


Bleeding and anal pain were used for analysis of symptoms associated 
with the commonest anorectal diseases. Such other complaints as abdominal 


TABLE III 
RELATIONSHIP OF BLEEDING AND ANAL PAIN TO HEMORRHOIDS, FiIssuRE, 
AND CRYPTITIS AND/OR PAPILLITIS 





Number | Number | Percentage | Number | Percentage 





Disease with with with with with 

Disease | Bleeding | Bleeding | Anal Pain | Anal Pain 
Hemorrhoids pA) 78 36.8 67 31.6 
Fissure 63 24 38.1 35 55.6 


Cryptitis and/or 
Papillitis 232 61 26.6 62 26.5 














pain, constipation, itching, and diarrhea were found to be too inconsistent and 
too inconstantly reported for evaluating history of maladies of the anorectal area. 
One common complaint elicited on close questioning was the remark that the 
patient had “piles”. This misunderstanding by the patients who blame all 
rectal complaints on “piles” is another reason for the tendency to neglect other 
more serious diseases. 


The term “bleeding” as used in this paper includes blood streaks and gross 
blood. Bleeding, the commonest single complaint, had been observed by 18.3 
per cent of all patients. 


Of the patients reporting bleeding 42.6 per cent had hemorrhoids, the most 
frequent finding. Buie’ states that pain is the most frequent symptom referred 
to by patients with hemorrhoids, and bleeding the most prominent sign. Of the 
212 patients with hemorrhoids, 78 cases, or 36.8 per cent, described bleeding. 
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In a report by one of the authors (JJW) on the incidence of anemia and hypo- 
proteinemia in preoperative surgical patients’, anemia was associated with hem- 
orrhoids in 27.2 per cent of the cases studied. Fissures were present in 13.2 
per cent of the patients with a history of bleeding. A clinical characteristic 
of the bleeding of fissures is the small streaks of blood seen on the toilet 
wipes after the bowel movement. Rarely, if ever, is it noticed in large amounts. 
Anal inflammatory disease (cryptitis and/or papillitis) was the second com- 
monest finding in patients with bleeding. 


Pain in anorectal diseases is extremely variable—extending from occasional 
twinges to the excruciating discomfort of chronic fissure. This study describes 
the incidence of pain in the three commonest disorders; fissure, hemorrhoids, 
and cryptitis and/or papillitis. Table III shows the relationship of bleeding 
and anal pain to these anorectal diseases. Further elaboration on the relation- 
ship of patients’ complaints to the presence of anorectal lesions is noted in the 
absence of findings in 41 per cent of patients with complaints of anal pain 


TABLE IV 
INCIDENCE OF POoLyps IN VARIOUS AGE GROUPS 





Number with 





Age Polyps 
20-29 Years 1 
30-39 5 
40-49 | 3 
50-59 | 6 


60 & over 14 





and in 29.5 per cent of those with complaints of bleeding. It is unfortunate 
that barium enemata were not done routinely to rule out other lesions beyond 
the reach of the sigmoidoscope in this group of patients. 


Twenty-nine patients, or 2.9 per cent of those examined, had polyps visible 
in the rectum or sigmoid. The incidence of polyps at autopsy varies from 1.7 
to 69 per cent, as reported by Bacon'’. The rate or incidence found at procto- 
scopy varies in reports between 1.2 and 9 per cent: Portes” showed 4 per cent, 
Steel and Brown‘, 5.2 per cent, Ortmayer and Connelly", 1.8 per cent, and 
Hauck et al'*, 8.1 per cent incidence of polyps in routine proctoscopic examina- 
tions. Of the 29 patients who had polyps, only 2 came to the Clinic because 
of anorectal complaints. One of these complained of long-standing anal itching, 
and showed some pruritic skin changes. The other complained of bleeding and 
anal pain and showed hemorrhoids, cryptitis, and papillitis in addition to the sev- 
eral adenomatous polyps seen one inch above the anorectal line. Nineteen, 
or 65 per cent of the 29 patients with polyps, had “incidental” anorectal com- 
plaints; the other 28 per cent had none. Thirteen cases (45 per cent) had 
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polyps only, with no other demonstrable disease, while 16 patients (55 per cent) 
had additional recognizable anorectal pathology. Five patients had 4 polyps 
each, 3 had 2 polyps each, and in the remaining 21 the polyps were solitary. 
The incidence of polyps definitely increased with age as shown in Table IV. 


A total of 47 polyps was seen in the 29 patients. Seven of these patients 
were not treated at the first visit and did not return for subsequent therapy. 
Of the remaining 22 patients who actually received treatment, 22 lesions in 
16 patients were biopsied and fulgurated. In addition, 15 lesions were con- 
sidered to be too small for biopsy and were only fulgurated. Fourteen of the 
22 patients had barium enemata subsequent to the original treatment period 


and only 1 of these showed roentgenographic evidence of polyps higher in 
the colon. 


We feel that a definite service was rendered the 22 patients who were 
diagnosed and treated for polyps of the colon. How many of these might have 





TABLE V 
RELATION OF THE PRESENCE OF COMPLAINTS TO THE PRESENCE OF DISEASE 
Per Cent of Per Cent with 
Total 1000 Disease 





ck 1s 3 
: em 51.9 
Patients with “elicited 


é 44.1 
anorectal complaints 


Patients with no ano- 


2 
rectal complaints 48.1 24 











remained benign or have become malignant one does not know. The reported 
relative incidence of malignancy in cases of rectal and sigmoid adenoma varies 
widely. In some reports it is as low as 5 per cent while in others, it is as high 
as 85 per cent*. However, our guiding rule is that a polyp removed is a cancer 
prevented. 


Since it is the opinion of many? *-!°-!?.13.14 that all adenomas are potentially 
malignant, it should be mandatory to extirpate all polyps anywhere in the colon 
or rectum, regardless of size or whether pedunculated or sessile. Moreover, 
about 70 per cent of all adenomatous growths of the large bowels can be dis- 
covered by anosigmoidoscopy**1*.14, 


None of the polyps examined pathologically were described as “adenoma 
malignum”, but 1 was called a carcinoid, which was treated by local fulguration 
only. Pathologic reports for the 22 biopsied polyps were: adenomatous 18, 
lymphoid 1, carcinoid 1, inflammatory 1, ganglioneuroma 1. 
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Five carcinomas were discovered, an incidence of 0.5 per cent for our 
series of 1,000 patients. All of the patients with this lesion had symptoms 
referable to the rectal outlet. This tends to emphasize the importance of the 
classical expression that any patient with bleeding or change in bowel habit has 
cancer until proved otherwise, and it is the responsibility of the attending 
physician to prove or disprove the presence of cancer in every case. The symp- 
toms recorded in our group were bleeding in 3, bleeding and progressive con- 
stipation in 1, and anal protrusion and progressive constipation in 1. Two of the 
5 came to the Clinic because of complaints referable to the rectal outlet. In 
3, there were no lesions other than the local carcinoma; 1 showed several 
“satellite” polyps. All five patients were treated surgically. Four had resections 
of the rectum, including portions of the sigmoid, 3 of whom remain living and 
well 6 to 30 months after surgery. One died postoperatively in the hospital 
from a pulmonary embolism. The fifth patient, a 70 year old colored female, 


TABLE VI 
FREQUENCY OF VARIOUS DISEASES DIAGNOSED IN 1,000 ROUTINE 
ANOSIGMOIDOSCOPIC EXAMINATIONS 






































Total number of patients with active disease 428 
Cryptitis and/or papillitis 232 
Hemorrhoids 212 
Fissure 63 
Proctitis 89 
Polyps 29 
Pruritus 12 
Fistula 6 
Carcinoma 5 
Stricture 5 
Abscess 2 
Ulcerative colitis, Condyloma accuminata, and KGAnCiRO I (PRC) oon if 





had a grade 1 polypoid carcinoma showing no invasion of the stalk on pathologi- 
cal examination. This was treated by fulguration with no recurrence when 
last examined 3 months later. It should be noted that all of the patients with 
carcinoma were more than 40 years of age. 


Only 4 of the 33 patients having malignant or premalignant lesions (polyps) 
came to the clinic because of anorectal symptoms. Of the remaining 29, 21 
had incidental anorectal complaints on specific questioning, but in 10 of this 
latter group there were other anorectal diseases present which could have 
accounted for the symptoms. Therefore, approximately 83 per cent of the 
patients with polyps and carcinoma would have gone undetected had we fol- 
lowed the custom of examining only those patients with predominant anorectal 
complaints. This finding lends further support to the view that routine procto- 
sigmoidoscopy is a procedure which is well worthwhile. It has been estimated 
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that approximately 12 per cent of all cancers of the body, and 80 per cent of 
cancers of the entire intestinal tract occur in the anus, rectum and rectosig- 
moid!°, 


No complications occurred during the 1,000 examinations. It is our opinion 
that routine anosigmoidoscopy is a safe, technically easy and rather accurate 
diagnostic procedure. The procedure is not without some hazards!°, but if 
done carefully and gently under direct vision, never forcing the instrument, 
the hazards are reduced to an absolute minimum. 


The numerical frequency of the various diseases diagnosed in 1,000 routine 
anosigmoidoscopies is shown in Table VI. 


SUMMARY 


1. One thousand anosigmoidoscopic examinations were performed as a 
routine in all new clinic patients, regardless of complaints or illnesses. There 
was a 42.8 per cent incidence of one or more anorectal diseases. No complica- 
tions from examinations occurred in this series. 


2. After 20 years of age, there was found a 40 to 47 per cent incidence 
of diagnosable diseases of the sigmoid, rectum, and rectal outlet. The fre- 
quency distribution was equal for both sexes. 


3. Only 78 patients, or 7.8 per cent of those examined, came to the 
Clinic primarily because of anorectal complaints. However, a total of 51.9 
per cent entering the Clinic were found to have complaints on specific ques- 
tioning. Pathology was present in 79 per cent of the patients with either 
primary or elicited complaints. In those without complaints, active disease was 
present in 24 per cent of the cases. These facts would indicate the real value 
of routine anosigmoidoscopic examination as a part of every general diagnostic 


study. 


4, Anal inflammatory disease, cryptitis and/or papillitis, was the most com- 
mon anorectal disease found (23.2 per cent), hemorrhoids the second (21.2 
per cent), and fissure-in-ano the third (6.3 per cent). 


5. The incidence of rectal or sigmoidal polyps in this study was 2.9 per 
cent. The majority of these polyps were rectal adenomas, which are all con- 
sidered potentially malignant. Therefore, this threat of malignancy can be eradi- 
cated by the diagnosis and subsequent removal of adenomas. A polyp removed 
is a cancer prevented. 


6. Five carcinomas were discovered, an incidence of 0.5 per cent. 
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7. Only 4 of the 33 patients with polyps or carcinoma came to the Clinic 
because of, rectal complaints. Hence, 83 per cent of these lesions would not 
have been seen if only those patients with predominant anorectal complaints 
had been examined. 


8. Routine anosigmoidoscopy is a safe and simple diagnostic procedure 
which should be part of the medical routine of every general physician. 
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AN ANORECTAL SYNDROME ASSOCIATED WITH NEUROMUSCULAR 
DYSFUNCTION IN THE ANAL REGION 


R. HACKMEYER, M.D.* 
St. Louis, Mo. 


INTRODUCTION 


In 1950, this author’ reported on a study of the oil soluble prolonged anes- 
thetics and recommended the use of emulsion vehicles instead of oil solutions 
and suggested a new method of injecting them for relief of the pain following: 
hemorrhoidectomy. Instead of injecting the oil soluble anesthetics as recom- 
mended by Morgan”, i.e. in a fan-like manner behind the anal canal and into the 
musculature, it was recommended that one ml. of anesthetic emulsion be in- 
jected deep to the external sphincter, between it and the combined longitudinal 
tendon, wherever the external sphincter was exposed at operation. Thereby, 
prolonged anesthesia (12 days) was produced affecting varying sized segments: 
of that portion of the anal canal bounded by Hilton’s and the pectinate lines and 
known as the pecten. 


It is not the purpose of this paper to consider the anesthesia per se; rather, 
a number of these cases developed a group of symptoms. At first, the syndrome 
was considered exclusively the result of the prolonged anesthetic but subse- 
quently two cases were seen with the typical picture, one never having had a 
prolonged anesthetic the other six months after the injection and long after the 
anesthetic effect was gone. It is this anorectal syndrome, it’s symptomatology 
and treatment, and possible mechanism that is discussed here. 


It is necessary to define certain terms and concepts to clarify the procedures 
employed in the earlier study. By emulsion anesthetic is meant an oil-in-water, 
sufficiently stable emulsion containing 20-25 per cent sesame oil and 5 per cent 
benzyl alcohol, with or without 1 per cent procaine base. Duncan* suggested 
that the prolonged anesthesia produced by the oil soluble anesthetics was most 
likely due to chemical denervation. The study reaffirmed this conviction by 
showing that an oil solution of benzyl alcohol was capable of producing pro- 
longed analgesia. The use of emulsions was considered an improvement because 
it decreased the amount of oil injected (no more than 3-4 minims into each area ) 
and avoided pooling because of the oil being broken into microscopic-sized 
particles, being easily dispersed and more rapidly absorbed. 


The suggested site for injection was between the external sphincter and the 
combined longitudinal tendon for the extent that the external sphincter was ex- 
posed at operation (Fig. 1). This is the site of termination of the somatic nerve 


* Assistant, Department of Surgery, St. Louis University School of Medicine. 
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fibers to the pecten. In doing a hemorrhoidectomy for internal and external 
hemorrhoids, the external sphincter is exposed at several points and it is easy to 
inject the anesthetic into the areolar tissue deep to the external sphincter. This 
site was chosen for three reasons. First, it was evident clinically that unsutured 
perianal wounds were not particularly painful, and not more painful with bowel 
movements; that wounds involving the anorectal junctional area (the pecten) 
were extremely painful especially with bowel movements. The attempt was 
made therefore to anesthetize only these specific wound areas in the anal canal. 
Secondly, the injections were made into the areolar tissue and the muscles were 
avoided because experimentally’ it was demonstrated that preparations contain- 
ing benzyl alcohol produced a negligible reaction in the former as contrasted 
with degeneration and necrosis of the latter. Finally at this site the nerve fibers 
are smallest so denervation is more certain, nerve destruction more limited, re- 
generation therefore more rapid, and the placing of the anesthetic more direct 


and selective. 
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Fig. 1-A and B show the exposure of the external sphincter. The needle is shown in position 
for injection between the combined longitudinal tendon (E) and the external sphinc- 
ter (X) and deep to it. The injections are made through multiple punctures for the 
extent that the external sphincter is exposed (D-D') thereby denervating the wound 
in the pecten (insert A). Pecten is indicated by C, the internal sphincter B. 
Drawings modified from Gorsch9. 





SYMPTOMS 


In thirty cases on whom hemorrhoidectomy was done and 2-3 ml. of emul- 
sion anesthetic injected into 2-3 sites as described above, seven cases developed 
this syndrome. About 7-10 days after the operation, the patient would complain 
of being constipated, of his anus being too tight. He complained that the urge 
to defecate persisted after the first bowel movement each day, and was fairly 
constant, that he was unable “to force” the movement. Several patients volun- 
teered information that they just didn’t seem to be able to “push”. One stated 
that he “didn’t know how to move his bowels anymore”. Several complained of 
increased urinary frequency. Further questioning brought out the fact that the 
patient had 4-7 bowel movements daily, yet he considered himself constipated 
because no. bowel movement was complete and satisfying. 
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Examination disclosed no evidence of fecal impaction in any case. The anal 
canal was normal in size, the sphincter tone slightly relaxed. When asked to 
“tighten the canal”, some showed sphincter contraction but most contracted the 
glutei. In no case was the external sphincter paralyzed, but there was no co- 
ordination, and there was little or no relationship between the will, the effort, 
and the effect. The following cases illustrate the syndrome. 


Case 1:—This case illustrates the occurrence of the syndrome five months 
after surgery on the anal canal, no prolonged anesthetic having been used. 


A forty year old truck driver was seen in consultation in November 1949, 
and gave the following history. In March 1949, a hemorrhoidectomy had been 
done. The following June, he developed a small fistula which was repaired and 
recovery was uneventful. In November 1949, he developed a feeling of pressure 
and fullness in the rectum and a fairly constant urge to urinate and to move his 
bowels. He stated that his bowel movements were frequent, not satisfying, that 
the stool was small and his anus was too tight. It was determined that no pro- 
longed anesthetic had been used at the operations. Examination disclosed that 
the anus was normal in size, that the sphincters could be contracted but co-or- 
dination was poor. Otherwise there were no abnormalities. Urological examin- 
ation revealed nothing abnormal. This patient was so uncomfortable and dis- 
turbed by his symptoms that he was contemplating leaving his job. With treat- 
ment as described later he was symptom-free in fourteen days. One month 
later, he reported still being well. 


Case 2:—This case illustrates the occurrence of the syndrome six months 
after the use of the prolonged anesthetic, long after regeneration takes place 
following denervation. Previous experience determined that nerve regeneration 
following denervation as done by this method was complete in twelve days. 


This patient was a thirty-eight year old housewife. In April 1950, she was 
operated on for prolapsing internal and external hemorrhoids. Following opera- 
tion, 2 ml. of prolonged emulsion anesthetic was injected as described previously. 
Postoperatively, the patient needed no medication for pain and there was no 
pain with her bowel movements. All wounds were healed in twenty-six days 
without any complications. In October 1950, she returned with all the symptoms 
of the syndrome. The use of enemata and sphincter muscle exercises as described 
under treatment, brought relief in two weeks and cure in twenty-one days. 


TREATMENT 


The treatment in all these cases was the same. The patient was told to take 
a small enema (8-12 oz. of water) after the first bowel movement in the day. 
This was persisted in for 7-10 days and then discontinued. If the symptoms re- 
curred the enemata were used for another 7-10 days. Along with this, the pa- 
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tient was told to exercise his anal sphincter 2-3 times a day. It was important 
that he be taught how to contract the external sphincter without using his glutei 
and to be told to pull the anus up, as well as close it, thereby making use of his 
levators. It was necessary in each case to observe on several occasions the pa- 
tient trying to do these two movements and to let him know when he was doing 
them correctly. He had partially or totally lost his ability to know when he was 
doing them properly. This combination of emptying the rectum and re-educating 
the muscles succeeded in alleviating the symptoms and curing the patient in all 
cases in 7-21 days. 


COMMENT 


It seems that the syndrome is essentially a functional derangement arising 
from a disturbed sensorium, somatic and visceral. Current physiological con- 
cepts concerning defecation make little or no specific mention of the anorectal 
junctional area. This syndrome points to its importance. Physiologists ( Fulton‘, 
Zoethout and Tuttle®, Best and Taylor*, Bard’, and Hines*) describe the act of 
defecation as it occurs normally as partly voluntary and partly involuntary. The 
desire to defecate is aroused by the passage of feces from the pelvic colon into 
the rectum. When the pressure of the fecal mass reaches the threshold value, it 
sets up an involuntary reflex via a center in the lumbosacral region of the cord 
that results in contraction of the rectum and of the colon and a relaxation of the 
sphincters. Aided by volitional contraction of the abdominal muscles and the 
diaphragm, fixation of the levators ani and relaxation of the external sphincter 
emptying is accomplished. Mention is also made of a higher nerve center con- 
cerned with defecation, located in the medulla. 


Gorsch® explains defecation on the basis of a modified somatic autonomic 
reflex, normally under cortical control. For convenience, he distinguishes be- 
tween the desire and the act of defecation. The desire is produced by stimula- 
tion of “trigger zones” in the rectal musculature and in the anorectal line, the 
latter being considered the more important. Afferent stimuli are conveyed by 
the spinal sensory nerves from the anorectal area whereas viscral afferent fibers 
also convey this sensation, being stimulated by distention of the rectal wall. On 
the other hand, the act of defecation consists of voluntary relaxation of the anal 
sphincters, reflex contraction of the rectum and colon and voluntary contraction 
of the complementary muscles resulting in the expulsion of the fecal mass. Nor- 
mally, the reflex is subject to the control of the will. 


Finally, it should be noted that the segemental movements of the colon are 
considered myogenic in origin, that peristalsis is controlled by the intrinsic 
nerves (Meissner and Auerbach plexuses) and that parasympathetic stimulation 
augments peristaltic action. 
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This syndrome suggests the special importance of the anorectal line to the 
function of defecation. Following partial denervation of this ring, decreased and 
possibly subthreshold visceral afferent stimulation would result from the usual 
sized fecal masses resting on or passing through this area. If this loss of afferent 
impulses were sufficiently great, the resulting reflex stimulation via the lumbo- 
sacral segment of the cord could be weak and inadequate and result in poor 
rectal and/or sigmoidal contraction. This would result in partial emptying of 
the lower bowel. Shortly thereafter, more stool would pass into the rectum, the 
desire to defecate would arise again, the reflex stimulation would be inadequate 
and the cycle would be repeated. With this thought in mind treatment included 
an enema following the first bowel movement in the day. This produced complete 
emptying and thereby removed the persistent desire to defecate. 


More important was the patient’s loss of coordination necessary for a satis- 
factory bowel movement. The voluntary acts necessary to defecate properly 
consist of more highly coordinated actions of the different muscle groups than 
previously emphasized. With diminished afferent impulses to the cerebrum via 
the somatic nerves as well as via the afferent visceral innervation (i.e. loss of 
conscious sense as to when the muscles were contracted or relaxed) the proper 
coordination of the pelvic and perineal muscles becomes difficult and confusing. 
It was necessary to re-educate the patient to these muscle sensations and there- 
fore the muscle exercises were included in the treatment. 


It should be noted again that from previous work it was determined that 
nerve regeneration following denervation was complete in twelve days. Once 
this syndrome started, it often lasted beyond that period suggesting that the 
incoordination persisted in spite of an adequate nerve supply. In the cases illus- 
trated above no denervation was present when patients were seen with the 
typical symptoms. Re-education of the muscles cured both. 


SUMMARY 


Anatomically, the anorectal junctional area has been shown to contain the 
endings of the somatic sensory nerves to the anal canal as well as an inter- 
weaving of autonomic parasympathetic fibers'®. The visceral and somatic affer- 
ents are contained in these nerves. Functionally, this syndrome suggests that 
the reflex or involuntary part of the act of defecation is dependent somewhat on 
an intact innervation in this area (pecten). However, because of trigger zones 
in. the rectal wall, the reflex arcs remain intact to a degree and the parasym- 
pathetic augmenting effect on the segmental intrinsic movements of the colon 
may prove adequate for proper function. For the voluntary part of the ‘act an 
adequate innervation in the pecten is absolutely necessary and a normal comple- 
tion of the act becomes impossible with a disturbance in this innervation, be it 
organic as in the cases of denervation or functional as in the illustrated cases. 
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MEDICAL TREATMENT FOR CHRONIC ULCERATIVE COLITIS 
JUAN NASIO, M.D., F.LA.P. 


Rosario, Argentina 


Chronic ulcerative colitis, hemorrhagic nonspecific, of undetermined etiol- 
ogy, idiopathic, suppurative, etc., considered as an incurable disease, constitutes 
for us, after ten years of clinical-therapeutic investigation, a curable disease in 
most cases. However, it must be more from a general than a local point of view, 
more psychosomatic than intestinal. 


Vitamin-hormone, chemical and antibiotic therapy must be employed in 
these cases. 


THERAPY 


The fundamental factor in the medical treatment of this disease is the recog- 
nition of the nonexistence of two identical cases. A number of factors, some of 
which are permanent and others variable, determine the form of the disease. 
This plurality of factors—determinative, and concomitant, of a somatic or psychic, 
constitutional or morbid nature, existant in all such patients, explains the failure 
of any standard treatment. It is therefore necessary to individualize treatment. 
The second therapeutic concept is the adequate evaluation of results, considering 
the fact that it is periodical, cyclical, with spontaneous remission. Therefore, a 
comparative examination is required. 


On the other hand, taking into consideration the average duration of this 
disease and persistent nature it is necessary to set a predetermined period of time 
before judging results. This time for us is from three to five years, not accepting 
as cured, patients who have been under observation for less than three years. 


These points of view are the essential bases for the determination of a ra- 
tional medical treatment. 


Our experience is based on the personal study and treatment, on our gastro- 
enterological, hospital and private services, of seventy-three cases of chronic 
ulcerative colitis, Each patient was seen (in the majority of cases) by more than 
two medical men. 


Conception of surgical intervention:—We firmly believe that surgical inter- 
vention should be a last resort. Ileostomy, whether or not followed by radical 
operation, cannot be considered a beneficial treatment. It is an unavoidable re- 
course in the case of serious complications, especially stricture, massive hemor- 
thages, polyposis and other lesions of a precancerous type, though only 12.3 per 
cent received surgical intervention. 
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Upholding our impression, the reaction is manifest lately, by many authors, 
against surgery in chronic ulcerative colitis. Thorlakson, an eminent United 
States surgeon, states: “Ileostomy is not, in itself curative in colitis. Serious re- 
lapses occur with some frequency after ileostomy; the same may be said about 
perforation and of serious hemorrhage which may appear, even months after the 
operation has been performed. But in cases referred to as cured by ileostomy at 
the beginning of the disease, undoubtedly the same results would have been 
obtained with the treatment of rigorous observation of bed rest, elevated protein 
diet and psychotherapy”. Paulson states exactly the same: “The spontaneous 
cure of the colon after ileostomy is rare”. 


We insist, therefore, upon the fact that the gastroenterologist, before indi- 
cating surgical intervention should first exhaust all medical measures. The con- 
sequences of surgical intervention in many cases, not only does not benefit the 
patient, but accentuates the psychic trauma which these patients suffer right 


from the intitation of their disease. 


Division of Medical treatment:—The medical treatment should be founded 


on the following therapeutic bases: 


1) Psychosomatic treatment 

2) Dietetic treatment 

3) Local colonic mucus treatment 
4) Hormone-vitaminic treatment 
5) Sulfonamide treatment 

6) Antibiotic treatment 

7) General treatment. 


Psychomatic treatment:—Cases of chronic ulcerative colitis practically always 
exhibit psychic factors. Even since the old days the abdomen has been known 
as “the emotion chest”; later on the relationship of the large intestine was identi- 
fied to the somatic response to emotional reactions. One of the first to study the 
emotional factors in ulcerative colitis was Murray. Since then many investigators 
have shown the importance which the psychomatic study of this class of patients 


acquires. * 


Most of our patients are young people of both sexes. To a large extent they 
are sexually immature. For the first time the symptom of ulcerative colitis result- 


*The recent book of A. J. Cantor, M.D. “A Handbook of Psychomatic Medicine” (Julian 
Press) should be consulted. 
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ed from emotional explosion, sexual or economic, (the latter cause less fre- 
quently). 


We have found an important factor to be the loss of or parting from a 
beloved person, father or mother generally, brother or sweetheart. In the case 
of death of the mother or father, the existence as the cause of death of intestinal 
neoplasm is one of the important responsible causes of emotional depression. 
States of dependence were found particularly in men with regard to their mother, 
rarely in regard to the father or brother. The dependent psychosomatic person- 
ality often makes its appearance in preparation for matrimonial engagements. 
This situation has been observed as much for women as for men, and we give it 
the name of “premarriage state”. 


All those circumstances which arouse anxiety, such as change of life, distant 
and dangerous traveling, pregnancy, surgical interventions, appearance of a new 
disease in a loved one, parent, husband or wife, child or sweetheart, business, 
studies, examinations, games, plans for the family, etc., are factors which are 
frequently observed in the development of these diseases. They appear very 
often also as precipitating factors of the relapses or complications. In other cases, 
anxiety, depression, obsession, etc., are combined, and complicate to a greater 
extent the psychosomatic relation. 


The emotional conflicts of ulcerative colitis patients are expressed both by 
the central nervous system and by the neurovegetative system. Impulses orig- 
inating in the hypothalmic region are transmitted to the sacropelvic nerves of 
the left half of the colon, including the rectum, by means of the spinal medulla. 
In this way it is proved that overstimulation of these local nerves causes the 
increase of a mucolytic enzyme, lysozyme, which reduces the protection of the 
colonic mucus thus inviting bacterial and enzymatic damage by the gastric, pan- 
creatic and duodenal secretions. The psychosomatic treatment cannot overlook 
the regulation of the central and neurovegetative nervous system. 


Psychosomatic treatment is carried out on the basis of the psychosomatic 
history of the patient, which should be drawn up parallel to and in relation with 
the surgical clinical history. We use the psychosomatic clinical history scheme 
of Zeno and Pizarro Crespo, (the personality of the patient). This scheme, in 
the form of a truncated cone, has been drawn up by these authors on the basis 
of the ideas of Jaspers. 


The psychic treatment of these patients is carried out on the basis of the 
confidence which the doctor has managed to awaken, and lies in the ability of 
the doctor to discretely determine the psychogenetics of the disease. In this 
direction, time is of great importance. In many cases the doctor finds it necessary 
to call upon the assistance of the psychoanalyst. 
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It is necessary to avoid certain errors. Do not be very explicit with the 
patient, pointing out the existence of ulcers in the intestine. Adequate rest is 
necessary, as well as rest in bed in some cases, but leaving off habitual work may 
be disturbing. These two factors are not only liable to aggravate the state of 
the patient, but originate, in many cases, new emotional conflicts. Many patients 
have developed an exacerbation of their disease after the rectoscopic examina- 
tion, having to listen to a description of the ulcerative lesions in the rectosig- 
moid, by the examining doctor. 


Four and one-tenth per cent of our cases, have been referred to the psycho- 
analyst. The remaining cases we have treated personally. 


Dietetic treatment:—Gastric and biliary secretions, pancreatic ferment, etc., 
should be adequately studied, as any regimen which is not adapted to the supra- 
colonic digestive state, will interfere remarkably in the results of colon therapy. 


The dietetic strategy in ulcerative colitis varies whether the case is acute or 
chronic. In the former the blood electrolytes must be maintained, the necessary 
calories being supplied by intravenous glucose. Feeding by tube may be neces- 
sary until remission. 


The dietetic regimen should have the following objectives: 


a) To supply sufficient calories and nutrition. 
b) To avoid upsetting digestive secretions. 
c) To avoid gastrointestinal tonus and motility, particularly of the colon. 


d) To provide adequate vitamins and minerals. 


a) Calories and nutrition:—The acute or chronic colitis patient is subject to 
dehydration through the colon. The hemorrhages together with the diarrhea 
contribute particularly to a great loss of proteins. For this reason, the under- 
nourishment of the colitis patient is the first problem which the doctor should 
resolve. A hyperprotein regimen is advised, at a rate of 150 gm. of proteins daily, 
administered as beef, veal and fish, boiled or roasted, being put through the 
machine various times, minced to a powder and sifted. In our experience we 
have proved that chicken and hen meat are badly tolerated and in some cases, 
the same goes for boiled meat. Fats are very important in the regimen for colitis 
patients. However, the gastric secretion and gallbladder functions should be 
studied to avoid exciting the gastroenterocolonic reflex, now aggravating the 
symptoms. 





b) To avoid upsetting digestive secretions:—The regimen of a colitis patient 
in general should avoid a number of foods which may cause an increase of the 
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mucus secretion of the colon. Generally, in all cases of colitis, all inflammatory 
states are accompanied by a hypersecretion, and a lack of protection of the colon, 
due to mucolytic ferments. The colon wall is then at the mercy of chemical, 
physical and bacterial insults. Alcoholic beverages, nonalcoholic drinks but 
highly concentrated in sugar, not very fresh butter, or heated oil, milk, condi- 
ments, excepting salt, fresh oil or butter, fried foods, cheese (other than fresh) 
and maté (South American beverage—drunk as tea, made with leaves of a shrub, 
grown in certain parts of South America) taken with “bombilla” (small silver 
tube, perforated at the end, used like a straw to drink the maté) especially if 
taken with sugar—are all prohibited. 


c) To avoid exciting motility and gastrointestinal tonus:—All food which 
increase the motor state of the colon and impede the normal rehabilitation of 
same should be avoided. 


The following should be prohibited: hard meat, fibrous vegetables, fruits, 
fowl skin, flour, brown bread and other substances which leave residue, such as 
certain vegetables do. In regard to the proscription of cellulose elements, we 
should (with Sabelli) differentiate between soft cellulose and hard cellulose. 
While the former may be indicated in colitis, the latter should be proscribed. 


Amongst soft cellulose or hemicellulose may be counted the sweet potato, 
vegetable marrow, carrots, beet-root, pears, peaches, plums, apricots, artichoke, 
plucked wheat, raw tomato, without seed or peel. These may be indicated, in 
some cases. They provide good sources of vitamins and minerals. 


We have a good protector agent in the mixture of protidico mucilage with 
calcium caseinate. 


Local treatment of colonic mucus:—Its undeniable that before our work, 
started in 1944, a real treatment for chronic ulcerative colitis had not existed. 
Appendicostomy and cecostomy have been advised for medicinal lavages, but 
this technic was immediately turned down. Later on, understanding the impor- 
tance of colonic lesions, and with the object of leaving the colon in repose, ileos- 
tomy was advocated. Local treatment is not in good repute for two important 
reasons; first enemata and rectal washes alone are not beneficial; in fact they 
are irritating. Further these enemata and instillations cannot pretend to carry 
out the therapy of the colonic lesions. Secondly, there has been no medicinal 
agent which permits a persistent action of emollient and astringent properties. 


We have been interested for several years, in local treatment, named “drop 
by drop”. By this technic—a continuous slow administration of a colloidal alu- 
minum gel—a real wash is provided for the colonic mucus. Further, it protects 
the walls of the large intestine, damaged through the excess of mucolytic fer- 
ments (lysozyme). 
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This procedure, which has been described in the United States, Spain, Bra- 
zil, Mexico and other countries, by us, is already employed with favorable results 
in many gastroenterological centers of the Republic and abroad. The “drop by 
drop” treatment consists of the following:— 


Through a latex tube introduced through the nose to the cardiac orifice of 
the stomach, 500 grams of a hydroxide colloidal aluminum is administered 
(1 = 2-3 of water) adding some 50 grams of subgallate of bismuth. The drops 
are regulated to 20 per minute. The apparatus is connected half an hour before 
and after tea and one hour before and two hours after lunch and dinner. Sulfasux- 
idine, sufathaladine, or paregoric elixir, 10 per cent, can be added. This 
method isolates, protects and preserves the normal functions of the intestinal 
mucus. We consider this treatment as a nonsurgical ileostomy, due to the fact 
that good isolation of the colon is obtained. 


This procedure is continued for fifteen days and can be repeated within a 
month. 


In 1944 we presented the Medical Circle of Rosario with the results upon 
five cases of real chronic ulcerative colitis with a follow-up of six months to five 
years. Within this time we have had occasion to practice on twenty-six more 
patients. A 30.1 per cent ia eae responds to this treatment, in comparison 
to the others employed. 


This treatment not only is indicated for cases of chronic ulcerative colitis as 
medical therapy, but also in therapy of obstructive colon or neoplastic lesions, 
as a basic preoperative medicine, facilitating surgical intervention. 


The clinical forms which most evidence the benefits of this procedure are, 
in our opinion, the grave, acute or fulminant forms. The same thing occurs in 
the acute relapses of the disease. This treatment is of no value in the case of 
long evolution with fibrosis, narrowness and shortening of the colon. 


In our cases the clinical improvement of the patients has been accompanied 
by certain radiological and rectosigmoidoscopic findings. 


The improvement with this treatment is real, as evidenced by the following 
facts:— 


1) The patient does not receive any type of medicine, either parenteral or 
oral, and within forty-eight hours a notable decrease in the number of stools is 
obtained, as well as decreased colonic pain. There is an increase in the consis- 
tency of the excrements, increase of appetite, weight and in the spirit of the 
patient. 
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2) If the treatment is prematurely suspended, within a few days the prev- 
ious symptoms return. 


3) The improvement is established within a short time after it is started. 


4) The decrease of the number of stools and the increase of their consist- 
ency is directly in relation to the treatment. 


5) The fact that the treatment carried out is a real local colonic therapy is 
proved by a simple x-ray of the abdomen with insufflation only. The colon ap- 
pears full of an opaque substance, which is none other than a medicament mix- 
ture formed by the colloidal aluminum hydroxide and the subgallate of bismuth. 


6) Thanks to the protection of the diseased mucosa, it is possible to coun- 
teract the hypermotility of the colon without secondary unfavorable effects. 


There is no danger of intestinal obstruction due to the tendency of the 
hydroxide of colloidal aluminum, and of the subgallate of bismuth to be extended 
over the surface, “washing” the mucosa and precipitating the gel upon it. 


Hormone-Vitamin Treatment:—The hormone-vitamin treatment constitutes 
for us the backbone of therapy in chronic ulcerative colitis. For many years we 
have insisted that hormone-vitamin therapy presents a satisfactory action upon 
ulcerative diseases of the digestive tract (gastroduodenal ulcer and_ chronic ul- 
cerative colitis), if applied more from a curative point of view than as substitu- 
tive or supplementary therapy. 


Our investigations of the action of vitamins and hormones upon the experi- 
mental gastroduodenal ulcer have proved that certain vitamins and hormones, 
administered parenterally, and in determined doses, have a healing effect upon 
the ulcerative lesions, not only of the stomach, but of other segments of the di- 
gestive tract, including the colon. This activity, shown experimentally by us, is 
developed in order of importance by the synthetic and natural estrogens, the 
chorionic gonadotrophic and hypophysary secretion, ascorbic acid and cal- 
cipherol. Ascorbic acid has also evidenced a remarkable antihemorrhagic effect. 


All these effects were obtained with the employment of large doses. On the 
basis of these facts we have utilized for our ulcerative colitis patients, and in a 
big way, stilbestrol in doses of 1 to 5 mg. every other day, or every two days, 
and ascorbic acid in doses of 1,000 mg: every other day, in a series of fifteen to 
twenty days followed by a period of rest of thirty days. The results have been 
of great importance; stilbestrol, associated with ascorbic acid, exhibited a heal- 
ing effect upon the colonic lesions with a favorable repercussion upon the general 
state, although the benefits were greater in women than in men; in the latter, 
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stilbestrol in the indicated doses, resulted in certain cases in decrease of the 
libido and slight mastitis, which immediately subsided with the suspension of 
the estrogenic medication. 


The effect of the ascorbic acid, in doses of one gram every other day, was 
particularly beneficial upon hemorrhages of ulcerative colitis. This medicinal 
property of ascorbic acid of “paraspecific” nature, confirms the studies of Bick- 
nell and Prescott, Kuhnau and Terazawa, which showed the effect of this vitamin 
upon blood coagulation through the probable effect upon thrombin activation. 


The best hormone compound, from an experimental and clinical point of 
view, has been exestrol or synthetic estrogen in doses of 1 to 5 mg. per day or 
every other day (20 to 45 mg. in total), with a rest of fifteen days near menstrual 
dates. Of the vitamins, we have discovered the healing and antihemorrhagic 
effect of ascorbic acid in large doses. Hormones and vitamins should be given 
simultaneously, since a potentiation of hormonotherapy is obtained with the 
vitamin acting in the nature of a mordant. On the other hand, the ascorbic acid 
is a powerful detoxicant, preventing any type of harmful reactions originated by 
the estrogens. Hormone-vitamin therapt y constitutes an important combination 
in the curative treatment of chronic ulcerative colitis, the major combination 
being hexestrol and ascorbic acid. 


We have also employed in certain cases, aneurine (100 mg.) and riboflavin 
(15 mg.), obtaining a favorable effect on the general state and a considerable 
decrease in painful colonic spasms. We have not proved any effect upon the 
evolution of the ulcerative lesions and hemorrhages. 


The administration of Vitamin D: or calciferol in doses of 15 to 20 mg. has 
shown favorable action on the local colon processes. 


The application of Vitamin K has not proved to possess any effect upon 
hemorrhages, although its administration has been indicated when sulfonamides 
of low intestinal absorption have been employed. The sulfonamide alters the 
processes of vitamin synthesis in the intestine, producing avitaminosis (including 
Vitamin K). 


Vitamins should not be restricted, in accordance with our judgment, exclu- 
sively to cases of proved deficiency. The same judgment should be upheld in the 
case of certain hormones and in particular, synthetic estrogens. In certain cases 
thiouracil has given excellent effects, decreasing the colonic crisis. 


It cannot be understood how a therapeutist can take advantage of the effect 
of Vitamin C or ascorbic acid in a chronic ulcerative colitis case, if he takes the 
point of view of the dose established by the Commission of the Society of Na- 
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tions, which is 30 mg. daily for an adult. This amount is the minimum daily 
dose of vitamin in the normal adult, but it is the investigator who should deter- 
mine the necessary dose useful for the abnormal adult. It is against this erron- 
eous idea which we still struggle in daily practice. It must be understood that 
in the case of gastroduodenal ulcer as in chronic ulcerative colitis, 50 to 100 
times more than the minimum doses fixed are needed. 


Sulfonamide Treatment:—Our trials with sulfasuxidine date from many 
years ago and one year ago we commenced trials with sulfathaladine. The results 
of these compounds reveal the following facts:— 


1) Of all the sulfonamide compounds, sulfathaladine and phtalylsulfathia- 
zole are the most frequently indicated in the treatment of chronic ulcerative 
colitis. 


2) Administration should be in massive doses over a long period of time, 


/ 


especially in the acute or subacute episodes of the disease. 


3) The use of these compounds does not exclude the use of other bac- 
teriostatics. 


4) The administration jointly of other medications (protective) by means 
of our “drop by drop” system or the direct introduction by rectum through the 
simple and double colonic sound, is of value. 


5) The advantages of these sulfonamides in the treatment of ulcerative 
colitis, is of a relative nature. They develop their bacteriostatic action, prevent- 
ing and counteracting the microbic infection of the ulcerated lesions. 


We employ sulfathaladine, with or without Vitamin K, in doses larger than 
0.10 gm. per kilo of body weight of the patient in four or more doses daily. 


Sulfasuxidine, on the other hand, we indicate in doses of 0.25 gm. per kilo 
of body weight, in fractional doses. In both cases it is unwise t ) carry this dosage 
for more than fifteen days, with a rest period of one month. The fundamental 
indication is in the acute or subacute cases; we deem it unnecessary in chronic 
periods, especially in the cases of colitis of long evolution. 


Bargen has obtained excellent results with neoprontosil or azosulfamide. 
With this compound we have no experience at all. 


Antibiotic Treatment:—Since our publications in the year 1946-47 on peni- 
cillin in chronic ulcerative colitis, we have tried, up to date, streptomycin, aureo- 
mycin and tyrothricin. 
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Penicillin:—Penicillin therapy consists of counteracting the secondary or 
“conditioned” infectious phenomena which Weil prevoked particularly by strep- 
tococci and staphylococci. 


Dosage depends upon the time at which the infectious complication started 
—the acuteness of the chart, the resistance to the different treatments employed 
to that time, and lastly, the age of the patient. 


Treatment can be carried out continuously or massive discontinuously. We 
prefer the discontinuous treatment in massive doses. Give 500,000 units of peni- 
cillin intramuscularly or by vein every 12 hours. Upon initiating the treatment 
what we call ‘ ‘penicillin shock” can be carried out. This is obtained by injecting 
one million units of penicillin, mixed with 20 c.c. of hypertonic glucose, (12% or 
25 per cent). This can be carried out once or twice a day. We have utilized 
this antibiotic in 31.4 per cent of our cases. 


In aged patients this method of unique and massive doses, offers most sur- 
prising results. We have attended patients treated with the classical continuous 
method of doses every three hours with scarcely any benefit. Applying our 
method there was an evident decrease in the toxic-infectious stage. In no case 
have we found incompatibility or secondary reactions to penicillin. Our long 
experience permits us to affirm that the employment of discontinuous massive 
doses of penicillin is very convenient. 


For intramuscular application procaine penicillin suspended in water, com- 
bined or not with sodium and potassium salts, is the most frequently indicated. 
For vein application we use salts only. 


Streptomycin:—This antibiotic is indicated for penicillin-resistant germs, 
especially gram-negative bacilli, escherichia coli, streptoccocus fecalis, and shi- 
gella. 


We advise the combined form; oral-parenteral. Orally for adults the dose is 
three to six grams daily. Intramuscularly the doses is half a gram every twelve 
hours. The slight absorption of streptomycin orally constitutes in these cases an 
excellent property which can contribute to the sterilization of the colon. 


We have used it in 20.5 per cent of our cases. 


Aureomycin:—We have employed this antibiotic with excellent results in 
4.1 per cent of our cases. This drug is indicated in the acute phases of the 
infection. It also offers certain advantages to penicillin because no aureomy- 
cin-inhibitor substances have been found. Further the sensitivity of the bacteria 
is not altered as is the case in penicillin or streptomycin. 
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Aureomycin, however, reduces the coagulation time of the blood in almost 
40 per cent. 


Manner of administration and dose:—We give it at a rate of half a gram 
every six hours for 15 days. If improvement is seen continue this dosage. 


Intolerance:—In some cases there is intolerance with pruritus ani and smart- 


ing. 


Tyrothricin:-We have used this antibiotic orally and locally, in 13.7 per 
cent of our cases. In the treatment of rectosigmoidal lesions the liquid was 
introduced through the rectosigmoidoscope or by a small rectal catheter, in 
this case with retention enemata. The results are excellent, since the secondary 
local infections, resistant to other antibiotics and to sulfonamides, do respond. 


The oral use, Weinstein, Rodaniche, Kolmer and Streicher, is by dissolving 
in a solution of hydroxide of colloidal aluminum and kaolin, a spoonful of the 
alcoholic solution—2 per cent, and giving this three times a day after breakfast, 
lunch or dinner, during a period of 15 days. Our experience is not conclusive, 
but the results are promising. 


Antibiotic Combinations:—Taking into account that the antibiotics present, 
each one of them, a different antimicrobial spectrum and that they exhibit dif- 
ferent chemical and physical characteristics, its necessary to know how to com- 
bine in each case two or more antibiotics. 


To these antibiotic combinations can be added the poorly absorbed sulfona- 
mides. Streptomycin orally in doses of three to six grams per day, combined 
with phtalyl-sulfathiazole, in the dose indicated above, constitutes for us a real 
sterilizer of the pathogenic agents in the colon. 


General Treatment:—The general medical treatment, eminently nonspecific, 
embraces four aspects: 


1) Elimination or general treatment of the septic focus or other co-existent 
infection. 


2) Elimination of irritating agents. toxins and allergens. 
3) Hygienic-dietetic treatment. 


4) Medication of a general nature. 
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Elimination or treatment of the septic focus or other co-existent infection:— 
Dental caries, gastritis, sinusitis, gallbladder dyskinesia, chronic appendicitis, 
nephritis, dermatologic infections, uterus-ovarian alterations, cholecystitis, etc., 
may be co-existent infections. Their correct treatment is of great importance in 
the therapy of colitis. 


In our cases gallbladder and uterus-ovarian upsets have been those which 
most influenced the evolution of colitis. 


Therapy of these conditions evidently improved the colitis. We have seen 
patients with chronic colitis become worse after diet neglecting lithiasic or hyper- 
tonic gallbladder. 


Elimination of irritating agents, toxins or allergens:—Alcohol, coffee, “maté”, 
cathartic enemata, ingestions or infusions of “curative” herbs; acetylsalycilic acid, 
cyncophenical acid must all be forbidden. The mercury and arsenic treatment, 
glandular compounds, particularly thyroids and other medications, should be 
avoided since they generally are aggravating factors. The allergic agents in food 
should be determined by elimination diets. The more frequent allergens have 
been:—milk, potatoes, chocolate, sardines, bread and wheat. 


Hygienic dietetic treatment:—The hygienic treatment of the colitis patient 
consists of the following factors: 


a) Repose and orderly activity. 
b) Tranquil life and atmosphere. 
c) Regular meals. 
d) Adequate liquids. 
Repose and orderly activity:—Repose for colitis patients is fundamental in 
acute stages. However, extreme rest, since it contributes to the physical and 


moral weakness of the patient, should be alternated with activity, orderly and 
regular. 


We have proved in a great number of colitis cases of diverse etiology, that 
symptoms decrease enormously when the patient is carrying out a job or en- 
gaged in occupations which demand his attention. Movies, certain literature, 
pasttimes, outings, etc., are ways of repose of great effect. 


Atmosphere of tranquil life:—The indication above mentioned cannot render 
all the effect desired if not carried out in an atmosphere of tranquil life. 
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Nasio—Medical Treatment For Chronic Ulcerative Colitis Ys 


Regulation of meals:—The timing of meals is of great importance. The 
gastroenterocolic reflex should not be excited at any hour, since it increases and 
aggravates the symptoms of colitis. We advise three meals a day as sufficient, at 
nine o'clock, one o'clock and at six o'clock in the evening. The food should be 
very well masticated. Slow mastication also assists digestion in general. 


Hygiene of liquids:—Liquids administered orally do not benefit the colitis 
patient, because they are not reabsorbed by the large intestinal glands. Liquids 
in general are ideal for bacterial cultivation favoring contamination, particularly 
in water and milk. However, it has been proved that the microbian flora of the 
colon increase with dehydration. Liquids administered in natural form or cold 
tend to excite the gastroenterocolonic reflex or to irritate the mucus of the colon. 
From this is deduced the following facts: 


1) Decrease the ingestion of liquids orally. 
2) Liquids must be sterile. 
3) Use warm and hot liquids. 


Medication of a general nature:—General treatment in ulcerative colitis 
varies with whether it is a case of acute ulcerative colitis or fulminant and 
chronic. In the first case it is most important to counteract the great dehydra- 
tion which the patient suffers through the diarrhea and fever. For this intra- 
venous fluid are indicated. Glucose intravenously is beneficial in acute or sub- 
acute cases, being indicated in large quantity. 


Undernourishment and secondary anemia require blood transfusions, hepatic 
extracts (concentrated) and folic acid. The blood transfusions should be re- 
peated in quantities of 300 to 500 c.c. Svnthetic folic acid should be administered 
orally and in a constant manner. 


To provide adequate vitamin and mineral content:—The vitamin deficiency 
of chronic colitis is produced by three causes: first, the limitation of a number 
of foods, particularly vegetables and fruits of a rich vitamin content; secondly, 
decreased intestinal absorption not only of the colon where vitamin absorption 
is normally limited, but of the small intestine, and lastly the greatly disturbed 
metabolism. Hemicellulose or soft cellulose, up until a short time ago confused 
with cellulose in general, constitutes an excellent reserve, particularly “zapallo’, 
“zapallito”, carrot, beet-root and raw tomato, without seeds. In accordance with 
the type of deficiency suffered, the food regimen can be guided. 


Diarrhea is one of the most important causes of dehydration and electrolyte 
loss. Colitis not only impedes absorption of water, salts, minerals, glucose, etc.. 
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but it draws out to the exterior a great portion of the ten litres of different 
juices, rich in ferments and salts, which are daily produced by the digestive tract. 


On the other hand, the hypersecretion of the colonic gland causes an im- 


portant loss of calcium and magnesium and cholesterine salts and other mineral 
substances. 


Of these minerals the most necessary are two: Calcium and iron. The cal- 
cium sources, and those which may be indicated within the regimen of a colitis 
patient, are milk, cheese, yolk of egg and some vegetables. Milk should be ad- 
ministered with care in combination with other foods, rice, “semola” (groats or 
grits made of decorticated wheat), cereals, creams, etc. Cheese in general is 
not convenient, but if it is fresh and is eaten with lunch or dinner, it will not 
bring any disorder. The yolk of an egg, another large source of minerals and 


vitamins, may be taken, unless there is gallbladder disease or any gastrointestinal 
disorder. 


In current diets for colitis red meat constitutes a good iron source. 


Ferrous sulphate, or similar compounds though necessary, bring with them, 
intestinal trouble. Therefore, their administration should be very careful indeed. 
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THE USE OF TRYPSIN IN POSTOPERATIVE ANORECTAL SURGERY 


JOHN S. BURLESON, M.D. 
East Grand Rapids, Mich. 


In rectal soft tissue abscesses, sinuses and fistulae (including those of tuber- 
culous origin), pilonidal cysts and necrotic anal fissures, the need of a good 
debridement is always necessary. In the past this has always been obtained with 
the surgeon’s scalpel or cauterizing agents. In seeking to find a better technic 
for debriding the wound following surgery. I learned in June of 1951, that Dr. 
Albert Holland Jr., of Armour laboratories was working on an enzymatic de- 
bridement employing the use of trypsin. The product was called Tryptar, which 
is a highly purified crystalline trypsin derived from mammalian pancreas glands. 
It is stable indefinitely in dry form at room temperature, but when placed in 
solution in Tryptar diluent (Sorensen’s Phosphate Buffer Solution) 75 per cent 
of the proteolytic activity is dissipated within three hours. 


Dr. Holland was kind enough to send me a supply for clinical investigation 
and the results were nothing short of miraculous. 


After dissection of the fistula tract, 250 mg. of Tryptar, mixed with 25 c.c. 
of the diluent was instilled into the necrotic wound, and enough saturated gauze 
packing to accomplish hemostasis was used. In three hours the packing was 
again saturated with 250 mg. and 25 c.c. of the diluent and the whole area cov- 
ered with a Vaseline dressing. The amount of milligrams and diluent varied in 
the individual cases depending upon the area involved. 


The following day the packing was removed and the Tryptar instilled into 
the cavity, a dressing applied externally and covered with Vaseline. Most of the 
cases required only four or five days of such postoperative care and then healed 
rapidly and cleanly with the use of Furacin ointment. I do not like wicks or 
drains or heavy ointments used because of the tendency of the wound to fibrose 
around them. 


One wonderful thing about this method is that the enzyme seeks out and 
digests the necrotic side channels that are invisible to the surgeon's eye at the 
time of surgery. I have had no secondary operations or breakdowns since using 
this technic in eighteen cases treated from June to November of this year. 


The age of the patients varied from twenty-seven to eighty years. One par- 
ticularly bad case with a history of eighteen months previous hospitalization was 
completely healed in seven weeks using Tryptar daily. The average case required 
a much shorter time of convalescence than previously required. 


At no time were there any systemic or febrile reactions noted. The Tryptar 
does not have any inhibiting action on healing and digests only devitalized tissue. 
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SurGICAL INSURANCE PLANS 


Most patients nowadays carry insurance to help pay surgical bills. The 
Blue Shield surgical plan is an excellent insurance plan of this type. However, 
such insurance cannot possibly pay the entire surgical fee. The amount paid by 
the insurance company depends upon the size of the premium, and the average 
premium is low. It does not represent the true value of the surgery. 


For example, the surgeon may perform procidentia surgery and set the fee 
at $250.00 or $500.00 or more, depending upon his skill and ability, or the diffi- 
culty of the case. The patient may have an insurance policy that allows only 
$50.00 or $100.00 for procidentia surgery. (On the other hand the patient may 
carry a number of health insurance policies and collect $1,000.00 from the var- 
ious policies). The amount that he would collect from his policy or policies 
would depend upon the amount of the premiums he pays and not upon the value 
of the surgery. 


This is often confused in the patient's mind. If the insurance policy allows 
only $50.00 for a multiple stage fistulectomy, he may feel the surgeon is over- 
charging when he places the fee at $250.00 or $500.00. There is no relationship, 
obviously, between the amount of the surgeon’s fee and the amount allowed by 
the insurance policy. 


Nevertheless, it is valuable to carry such insurance. Whatever amount the 
insurance company allows (based upon the premium paid), it will help the pa- 
tient toward the payment of the full surgical fee. The Blue Shield medical and 
surgical plan, and all other health, accident and medical expense insurance plans 
serve a very useful purpose. 


In brief, therefore, the patient should be advised: 


1. To carry as much medical and surgical expense insurance as can be 


afforded. 


bo 


To remember that the amount received from the insurance company 
is determined by the premium paid to the insurance company. 


8. That the amount received from the insurance company does not 
represent the value of the surgery. 


4, That if a high enough premium is paid, the amount collected may 
be even more than is spent for medical or surgical bills. 
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5. That whether more or less than the medical or surgical bills is col- 
lected, is determined only by the amount paid the insurance com- 
pany as a premium. 


ALFRED J. CANTOR 





PREPARATION FOR SIGMOIDOSCOPY AND SURGERY 


Preparation of patients for sigmoidoscopy is most important. These patients 
are very apprehensive and need reassurance. They may be reassured in several 
ways. First, either before or after taking the patient's history, the nurse may give 
the patient a capsule of nembutal, % grain or 1% grains, with the following words, 
“This capsule will quiet your nerves so that the examination will not be painful”. 
Second, a placebo may be given with the same verbal reassurance. Third, gen- 
eral, low spinal, regional (or caudal) analgesia may be employed. 


Inasmuch as a proctologic history is usually very brief, and the time the 
patient spends in undressing for the examination is also brief, the interval be- 
tween swallowing the nembutal and the actual examination is short. It is there- 
fore questionable whether or not nembutal has sufficient time to produce an 
actual sedative effect in these cases. With this in mind, placebo capsules were 
prepared, and these have been employed in one half of all cases over a period of 
years. Patients were just as cooperative after the placebo capsules as they were 
with the pre-examination nembutal. 


Barbiturates are used extensively for calmness. The degree of action may 
be graded easily by the dosage. However, for hypnotic effect the medication 
must be taken at bed time, and in a dosage of 1% to 3 grains (pentobarbital). 
Patients with sensory and motor excitement require larger doses than depressed 
patients (S. Weiss, 1929). Thus, it would be expected that the patient who an- 
ticipates the pain of examination, and possibly surgery, would require a larger 
dose than average. 


Alvarez states (The Neuroses, Saunders, 1951), “The neurotic woman and 
the woman whose nerves are terribly on edge will often be unable to take barbi- 
turates. Her brain is so irritable that it takes a big dose of any drug to calm it 
down”. 


However, nembutal is a safe drug, and Alvarez cites the case of a physician 
who “takes about 10 grains a day and feels no desire to increase the dose. He is 
pleasant and wide awake and is a fine useful member of his community”. 
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Elman reports (Surgical Care, Appelton-Century-Crofts, 1951), “Fear and 
apprehension increase reflex irritability and thus have as great an effect on 
anesthesia as pain. Indeed, if both fear and pain are present, reflex irritability 
may be so great as to render inadequate some of the weaker anesthetic agents, 
like nitrous-oxide or ethylene. The commonly used drugs to repress reflex irrita- 
bility and thus produce sedation are the opiates, demerol, the barbiturates, and 
scopolamine”. This author also recommends full dosage. “Adequate sedation 
for the patient in pain necessitates full dosage. A barbiturate should be admin- 
istered preceding local anesthesia and prior to spinal anesthesia”. Indeed, the 
dosage of nembutal recommended for a 12 to 14 year old patient, weighing 80 
to 90 pounds, is 1% grains. Calculated on this age-weight basis, the average 
adult dosage would thus be at least 3 grains. 


Nesselrod (Proctology, Saunders, 1950) believes that even in children heavy 
sedation may be required to facilitate proctoscopy. The child is given nembutal 
in sufficient dosage to induce marked drowsiness. 


A single capsule of % grains or 1% grains of nembutal, even if given one hour 
before examination, is inadequate for this purpose. Nesselrod recommends giv- 
ing approximately 2 grains (0.1 grams) at bedtime, the night before examina- 
tion, another capsule 2 hours preceding examination, and still another capsule 
one hour before. Thus, even in children, to attain some degree of drowsiness, it 
is necessary to give approximately 2 grains at bed time, and approximately 4 
grains in combined dosage, beginning at least 2 hours before the proctoscopy. 
The very much large dosage that would be required in an adult, particularly 
when apprehensive and excited, must now be obvious. 


Therefore, it is my impression that the 1% grain dosage employed for one 
half the patients in this office in 1949 and the % grain dosage employed in 1950, 
and given to the patient a matter of minutes before sigmoidoscopy, must have 
had a psychological effect only. The patient expected a release of tension from 
the medication, and this expectation resulted in such a release. This is the effect 
of autosuggestion. Thus, the same effect was attained when a yellow capsule, 
with inert ingredient, was given in the same fashion, (our practice in one half of 
all cases). The placebo capsule was given to alternate patients, with the same 
suggestion of relaxation, the nurse not knowing that any of the capsules were 
other than nembutal. This is important to avoid lack of conviction in her state- 
ments to the patient. 


If the patient is referred for surgery, and the surgery is to be performed 
either in ambulatory fashion or in the hospital, the recommendation of various 
authors, (Turell—Treatment in Proctology, Williams and Wilkins, 1949, Bacon— 
Anus-Rectum-Sigmoid Colon Diagnosis and Treatment, Lippincott, 1941, Buie, 
Practical Proctology, Saunders, 1938, Gabriel, The Principles and Practice of 
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Rectal Surgery, Thomas, 1948 )—is for large dosage of nembutal. The usual rou- 
tine is to give the nembutal the evening before surgery in the dosage of 1% grains, 
and again 1% grains 2 hours and again 1 hour before the time of operation. In- 
deed, Gabriel recommends 3 grains before operation, presumably in a single dose. 
Buie advises 1% grains at 9 a.m., upon admission, and another dosage of 1% grains 
one or two hours later, followed by an enema. One half hour before being sent 
to the operating room the patient is given a hypodermic of morphine sulfate. 
The point is that a very long time interval is necessary for nembutal to work, 
particularly when fear and pain are present. Certainly no drowsiness can be in- 
duced when a small dosage is given to an apprehensive patient only a matter of 
minutes before examination. 


There is controversy as to the use of anesthesia for proctoscopy. Buie states, 
“Any patient who should not be confined to the hospital because of the serious- 
ness of his illness need not be sent to the hospital for proctoscopy examination 
alone and it is rarely necessary to dignify such a simple procedure by a trip to 
the operating room. Only when anesthesia is required for such an examination 
should this be necessary, and for this purpose general anesthesia should never be 
employed. The only object in anesthesia in proctoscopy is to relieve the discom- 
fort of patients who have painful lesions about the anorectal outlet. In the 
presence of extensive malignancy, multiple abscesses, and spasm without breaks 
in the anal margins or walls, thrombosed hemorrhoids, excessive prolapse and 
edema, ulcerated hypertrophied papillae and so forth, a caudal or even a com- 
plete sacral anesthetic or low spinal anesthetic may be required”. 


Bacon reports, “Sigmoidoscopy is routinely performed without anesthesia, 
although exceptionally, where sphincterismus is present or the patient is highly 
neurotic, the inhalation of nitrous oxide and oxygen or intravenous sodium pen- 
tothal may be permissable”. 


Nesselrod carries this a step further, and prepares the patient for the possi- 
bility of immediate surgery after sigmoidoscopy, if indicated in his judgement. 
He states as follows, “In the instance of the patient who harbors a painful anal 
lesion proctoscopy may well be an excruciatingly painful, and in all probability 
quite unsatisfactory, experience. The patient who is suffering such pain that 
neither digital or endoscopic examination can be done satisfactorily should be 
examined under regional anesthesia, either spinal or sacral. It is well to ask for 
the usual “set-up” for anorectal surgery in order that surgical treatment can be 
instituted if there is indication”. 


The author (Nesselrod) does not hesitate to discuss with his patient examin- 
ation under anesthesia, nor does he feel embarrassed at having such a procedure 
appear under his name on the schedule of operations. “In attempting to solve 
the problem of pain of unknown origin in the patient who cannot cooperate be- 
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cause of his suffering, the examiner who resorts to regional anesthesia will gain 
the cooperation and confidence of a grateful patient and will accomplish a much 
more satisfactory examination. If the problem is found to be a surgical one, as it 
frequently is, the examiner can proceed at once with the surgical treatment as 


indicated”. 


To a certain extent this has been my own practice in ambulatory proctology. 
I do not, however. usually find it necessary to employ regional anesthesia for 
sigmoidoscopy. I am in full agreement with Nesselrod, however, that where the 
condition is found to be surgical, the examiner should proceed at once to the 
surgical treatment indicated. 


As far back as 1942 Hirschman (Synopsis of Anorectal Diseases, second edi- 
tion, Mosby, 1942) stated, “The majority of the diseases affecting the anorectal 
region are entirely amenable to surgical treatment under regional anesthesia. 
The development of the technic of local and caudal anesthesia has progressed 
to such a stage that it is safe to assert that the vast majority of all diseases in this 
region requiring surgical treatment can be much more satisfactorily treated under 
local or caudal analgesia as the case may be, than under inhalation anesthesia.” 


“The amount and extent of proctologic surgery performed by any one indi- 
vidual in office practice is necessarily limited to the ability and equipment of the 
individual”. 


“For economic, psychic, or other good reasons, it may be necessary to per- 
form certain surgical procedures in one’s office, and allow the patient to be taken 
to his home afterward. In the hands of the skilled proctologist whose office is 
especially equipped with adequate surgical, as well as recovery facilities and 
sufficient trained personnel in attendance, a large group of surgical procedures 
can be performed without hospitalization”. 


“In our practice, we employ caudal anesthesia for most of our anorectal 


surgery . 


Again, I am in complete agreement with Hirschman. Therefore, the phil- 
osophy that develops to prevent psychologic and physiologic trauma, is based 
upon the reports of Hirschman, Nesselrod, the other authors above cited, and my 
own experience. The patient should be put at ease by an antispasmodic and 
sedative medication such as nembutal, given in large dosage, at least 1 or 2 hours 
before examination (and possible surgery). If a smaller dosage is used, or a 
placebo capsule, or if the time interval between taking the medication and exam- 
ination is abbreviated (as it is in my own office practice), the patient must be 
lead to expect a relaxing effect. Relaxation alone is sufficient to relieve fear and 
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apprehension, and thus to release sphincter spasm. Examination can usually be 
performed with relatively little distress under these circumstances. 


Further, if a surgical indication is present, the patient should be advised of 
this, and surgery should be recommended without further delay (as described 
by Nesselrod and others). When a patient is allowed to leave the office after 
examination, and is given an appointment for surgery for one or more days later, 
that patient conjures up terrible visions of the surgery to follow. This self-tor- 
ture results in a terribly apprehensive, psychologically shocked patient at the 
time of surgery. Thus, a very large dosage of nembutal, as above described, 
must be employed for preanesthetic medication. All this can be avoided by 
proceeding with the surgery immediately after the examination, and after the 
patient has been acquainted with the nature of his condition and the need for 
surgery. 


Reassurance of the patient, and his confidence in the surgeon's authority, 
seem to play an even greater role in presigmoidoscopy relaxation than does the 
average dose of nembutal. In my own office, recordings of soothing music are 
continuously plaved, and these probably also quiet the patient. 


In summary we may state that the quoted authors provide precedent and 
authority for: 1. the use of sedation such as nembutal in very large dosage, and 
even regional, local, caudal or spinal anesthesia, and in some cases general anes- 
thesia, before sigmoidoscopy when examining an apprehensive patient or a pa- 
tient with a painful lesion; 2. for the performance of rectal surgery in ambula- 
tory fashion with the return of the patient to his home; 3. for the performance 
of the necessary surgery indicated by the examination, and without delay. 


To this I would add my own experience, that quiet and authoritative reas- 
surance of the patient will usually produce adequate relaxation for a relatively 
comfortable sigmoidoscopy. My previous experience with a 1% grain or % grain 
nembutal dosage, given a relatively short time before sigmoidoscopy, would 
seem to indicate that there is little pharmacologic reason to expect either seda- 
tion or relaxation. The recent use of placebos, or no medication whatsoever, 
would seem to confirm this. If nembutal is to have anything more than the 
mildest of sedative effect it must be used in very large dosage, both the night 
before surgery, and one or more hours before examination and surgery. 


ALFRED J. CANTOR 





PuysICIAN-PATIENT RELATIONSHIP 


It is obviously impossible to satisfy all patients. To paraphrase Lincoln,— 
We cannot please all of the patients all of the time. Even at the Mayo Clinic, 
where the authority of the physician ranks high, there have been many difficul- 
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ties. Buie states, “We never permit a patient to leave our office in an angry 
mood. He may feel disgruntled immediately after the examination has been 
completed. Always, under such circumstances, we stay with him until his atti- 
tude has become changed or, if we feel that we are unable to bring about the 
change, we tactfully turn the problem over to an associate or to a capable nurse 
if the patient happens to be a female. One may never overcome the baneful 
effects of such an experience. Many patients are afflicted with the loose tongue 
and their conversation following such a difficulty, unsuccessfully handled, will 
do no one any good”. 


Now that grievance committees have become an accepted part of county 
and state societies, patients are becoming aware of their power over the physi- 
cian. Thus, the ill-tempered, neurotic, psychotic, or dead-beat patient is becom- 
ing an ever-increasing problem to the physician. 


When these patients lose their temper, as Buie describes, or when they wish 
to avoid payment of fee, they turn against the physician. In the attempt to 
justify themselves they have hitherto spread malicious gossip, run to other physi- 
cians to make their complaint, or instituted malpractice action. Unfortunately, 
many physicians, by accepting the stories of the patients, have condoned such 
actions. They do not realize that when the bell tolls for one, it tolls for all 
It is a dangerous practice to ever criticize another physician. 


Articles in the lay press have recently appeared, recommending that pa- 
tients with grievances against their physicians write to their county medical 
society grievance committees. These letters later bring deep regret. 


The story of Abraham Lincoln comes to mind. He was indeed a master of 
self-control, although much bedeviled by friends as well as foes. 


When a man came to him to complain violently about his treatment at the 
hands of another man, Lincoln advised him to put his complaint in a letter. 
When the letter was written and read to Lincoln, he nodded his head in grave 
approval. The writer then asked, “How would you advise me to send it?” 


“Send it?”, replied Lincoln “Oh I wouldn't send it. I sometimes write a 
letter like that and it does me good, but I never send it”. 


If there were more Lincolns in the practice of medicine, grievance commit- 
tees would have nothing to do. The American Medical Association has come to 
recognize this grave defect in the grievance committee-patient-physician rela- 
tionship. A recent A.M.A. editorial, under the heading, “Physician-Patient Rela- 
tionship” states, “Soon after the committees began functioning, it became appar- 
ent that the vast majority of patients’ grievances against their doctors stem from 
one thing—misunderstanding. Time and time again patients have gone to a 
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medical society grievance committee complaining of overcharging only to find 
that a heart to heart talk with their physician would have settled the matter to 
their satisfaction. Often the patient complained about the medical care he had 
received only because he did not understand the services rendered. 


“It has become obvious that the public relations problem of misunderstand- 
ing can be solved only in the doctor's office. Patients must be encouraged to talk 
over with their doctor any questions they might have regarding his services or 
his fees”. 


This understanding of the A.M.A. must now be passed on to the medical 
societies and their grievance committees. Repercussions will follow in the ab- 
sence of such understanding. 


The patient who complains to the medical society should be advised to re- 
turn to the physician’s office for a further discussion of his complaint. A copy of 
the patient's letter of complaint should be sent to the physician together with a 
note requesting that he arrange to see the patient in his office as soon as possible. 
There is no doubt that a calm discussion in the physician’s office would end the 
misunderstanding, and would further cement physician-patient relationship. 


The larger the physician’s practice the more often will he encounter dissat- 
isfied patients, neurotic patients, those who wish to avoid payment of fees, or 
those who simply misunderstand the services rendered. Indeed, some patients 
foolishly expect a guarantee of cure! These misunderstandings can be ironed out 
in the physician’s office. They certainly cannot be solved in the courtroom atmos- 
phere of a grievance committee hearing-room. 


This is an ever increasing problem to the proctologist, general surgeon and 
all other physicians. The recent publicity given to grievance committees in the 
lay press, the loss of stature of the physician in idee eyes of the public since he 
has been under attack by the present administration, and the disappearance of 
the old time family doctor-patient relationship, is rapidly leading to a break- 
down of cordiality between physician and patient. Thus, the patient feels no 
restraint against attacking the physician. As the A.M.A. points out, this can be 
remedied in only one place, “the physician’s office”. Resolutions must be intro- 
duced at once in all county societies to change the current procedure of grievance 
committees. The physician’s story must always be given credence over that of 
the patient, and physician and patient must be brought together for a friendly 
discussion in the physician’s office. No one can be wholly wrong or wholly right. 
In any event, the only place to solve the misunderstanding is in the physician's 
office. 


ALFRED J. CANTOR 














NEWS NOTES 


FourtH ANNUAL CONVENTION 


The Fourth Annual Convention of the International Academy of Proctology 
will be held at the Edgewater Beach Hotel in Chicago, IIl., June 6, 7, 8, 1952, 
immediately preceding the meeting of the American Medical Association. 


The Program Committee under the chairmanship of Dr. Caesar Portes of 
Chicago has planned an interesting scientific session for Friday and Saturday, 
June 6th and-7th. 


Following the enthusiastic reception accorded the Teaching Film Seminar 
presented in Atlantic City last year, Dr. Edgar Scott of Birmingham, Ala., chair- 
man of the Seminar is preparing a full day of instructive films for Sunday, June 
8th. 


The sessions will be opened without charge to members of the medical pro- 
fession whether or not they are affiliated with the International Academy of 
Proctology. 


Members of the Academy have received hotel reservation cards through the 
mail and are urged to arrange for their rooms without delay. 


Non-members may obtain reservation cards by addressing the Secretary, 
International Academy of Proctology, 1819 Broadway, New York 23, N. Y. 


The completed program will appear in the June 1952 issue of THE AMER- 
ICAN JOURNAL OF PROCTOLOGY. 


The Annual Meeting of the Academy, the Annual Banquet, and the Annual 
Meeting of the Board of Trustees will be held at this time as will election of 
officers. 


ProcroLocy PostGRADUATE CONTINUATION COURSES 


The following Postgraduate Continuation Courses in Proctology are avail- 
able as reported by the Council on Medical Education of the American Medical 
Association. 


PLACE CoursE TIME FEE 


Cook County Graduate School of Lecture and Cadaver October 19, November 75.00 
Medicine, 427 S. Honore St., Chi- Course in Proctology 16 and January 9, 5 
cago, Il. sessions, part time 
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PLACE 


Tufts College Medical School, Post- 
graduate Division, 30 Bennet St., 
Boston 11, Mass. 


Essex County Medical Society, 38-40 
Clinton St., Newark, N. J. 
At: Newark City Hospital 


Joint Committee on Post-Graduate 
Education, 1313 Bedford Ave., 
Brooklyn 16, N. Y. 
At: Jewish Hospital 


New York Polyclinic Medical School 
and Hospital, 345 W. 50th St. 
New York 19, N. Y. 





NEWS NOTES 


CovurRsE 


Proctology I 


Office Proctology 


Proctology 


Proctology, Gastroen- 
terology and Opera- 
tive Proctology (Cad- 
aver ) 

Clinical Proctology and 
Gastroenterology 


| Clinical Proctology 


Clinical and Cadaver 
Proctology 
Clinical Gastroenter- 


ology 








TIME 


October 22-26, full 
time 


Arranged, 12 sessions, 
part time 


October, 6 weeks, part 
time 


October and January, 
6 weeks, part time 


October and January, 
6 weeks, part time 
Arranged, 6 weeks, 
part time 

Arranged, 6 weeks, 
part time 

Arranged, 6 weeks, 
part time 


Manuscript EpDITING SERVICE ESTABLISHED 





FEE 


40.00 


100.00 


40.00 


200.00 


100.00 
75.00 
175.00 
75.00 


To improve medical journalism, the American Medical Writers’ Association 
has recently established the first “Manuscript Editing Service” to be conducted by 
a medical association in the U. S. For a small fee the Association will edit and 
criticize medical manuscripts (up to 5,000 words). Its aim is to help authors 
carry out the dictum of Sydney Smith: “The writer does the most who gives his 
reader the most knowledge and takes from him the least time.” The Association 
is a non-profit organization with no salaried officers. Its membership includes a 
large group of well known medical editors and writers. Principal purpose of the 
group is “to help maintain and advance high standards of medical literature.” 
Further details of the new “Manuscript Editing Service” may be obtained from 
the Secretary, Harold Swanberg, M.D., 209-224 W.C.U. Building, Quincy, Illinois. 





































ABSTRACTS FOR PROCTOLOGISTS 


RESULTS OF SIGMOIDOSCOPIC EXAMINATIONS AT A CANCER DETECTION 
CENTER: H. W. Christianson and Robert J. Tenner. Am. J. Surg. 81:14-17 (Jan.), 1951. 


No definitive treatment is carried out at 
The Cancer Detection Center, University 
of Minnesota Hospitals; however, if any 
cancer or precancerous lesion is found, the 
patient is told to return to his personal 
physician so that therapy may be instituted. 
Detailed analysis of the results, both posi- 
tive and negative, is sent to the personal 
physician so that he may be fully aware 
of our findings. Each patient must give the 
name of some physician who is approved 
by the State Medical Association to whom 
findings are reported. It can thus be seen 
that the early results of studies at. the 
Cancer Detection Center have been most 
encouraging with regard to the routine sig- 
moidoscopic examination of these clinically 


symptom-free patients. It is generally known 
and is an accepted fact that malignancies 
of the colon very often originate from lesions 
which were previously considered insignifi- 
cant such as the adenoma. This was the 
type of lesion which was seen most fre- 
quently in this study, in which the prog- 
nosis is excellent and the method of treat- 
ment is relatively simple. 


Two hundred seventy-four patients were 
found with adenomas upon their first visit. 
Twenty-seven and five tenths per cent of 
these patients had multiple adenomatous 
lesions present. 


DonaLp C,. COLLINS 


PRESENT TRENDS IN TREATMENT OF ULCERATIVE COLITIS: B. B. Crohn, 
H. Yarnis. N. Y. State J. Med. 51:2129-35, (Sept. 15), 1951. 


As ulcerative colitis is rarely caused by, 
but is influenced in its frequency of recur- 
rence by psychogenic factors, psychotherapy 
is merely an adjuvant form of therapy. The 
antibiotic drugs, by reducing secondary in- 
fection, are useful to control or prevent 
complications. The authors recommend 
Chloromycetin for 8 days with Sulfathali- 
dine for the remaining 3 weeks of each 
month. A liberal diet, restricting coarse 
roughage (raw fruits and vegetables) and 
allergens, is used to counteract the loss of 
weight and appetite. Transfusions, plasma 
and amino acids are employed in the pro- 


longed debilitating cases. Vitamin B-com- 
plex and crude liver, 2 c.c. each, are in- 
jected every 1-2 days throughout the ill- 
ness. Intravenous typhoid vaccine, in grad- 
ually increasing doses from an initial 50 
million bacterial dose, may often be of 
great benefit in chronic afebrile cases. 
Permanent ileostomy, followed by a com- 
plete colectomy (as malignant degenera- 
tion occurs in 30-40 per cent) is reserved 
for the intractable case that does not re- 
spond to treatment and shows a steadily 
downward course. 
Haro_tp NEIFELD 


SURGERY IN ULCERATIVE COLITIS: H. A. Patterson. N. Y. State J. Med. 51:2135-9, 


(Sept. 15), 1951. 


Ulcerative colitis is principally a medical 
problem. Surgery is resorted to in 25-35 
per cent for failure of medical treatment 
and for certain complications (perforation, 
perforation with abscess or fistula, stricture, 
severe bleeding and danger of malignant 
change). A one stage ileostomy and sub- 
total colectomy is performed. The ileostomy 
is brought out through a small separate in- 


cision well away from the umbilicus, the 
anterior superior spine and the groin. No 
sutures are taken in the bowel wall. The 
cut edge of the mesentery is carefully su- 
tured to the parietal peritoneum. The rec- 
tum, if badly diseased, is removed within 
six months of the subtotal colectomy. 


Haro_p NEIFELD 


SILENT CARCINOMA OF THE CECUM: S. J. Stabins, J. A. Dixon. N. Y. State J. Med. 


51:2140-6, (Sept. 15), 1951. 


The presence of an unexplained anemia 
with little or no symptoms (especially with 


persistent occult blood in the stools) 
should make one think of carcinoma of the 
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cecum. The authors present five illustrative 
cases. The treatment is ileocolectomy with 
removal of the lymph gland bearing area 


ABSTRACTS 


along the right colic artery. 


Haro_p NEIFELD 


SURGICAL ASPECTS OF CERTAIN NONMALIGNANT COLON CONDITIONS: 
H. B. Stone. Virginia Med. Monthly 78:3-8, (Jan.), 1951. 


Chronic nonspecific ulcerative colitis is 
of idiopathic cause; its treatment is primar- 
ily medical (supportive and symptomatic); 
but the cases that fail to improve with long 
periods of treatment and those that grow 
worse require a transverse ileostomy. If all 
symptoms then disappear, if the x-ray and 
proctoscopic examination reveal a normal 
colon, and no microscopic blood or pus cells 
is found in a centrifuged specimen from 
the rectum (obtained by washing rectum 
with 1 liter of normal saline) the ileostomy 
is closed. Otherwise a total colectomy is 
done. 


Fifty per cent of those over 40 years of 
age have diverticulosis, one in 12 of these 
develop diverticulitis and of these latter 
one in 10 need operation. The treatment 
is essentially medical. The surgical treat- 


ment is for complications (perforation or 
impending perforation) and consists of pre- 
liminary colostomy followed after several 
months by resection and anastomosis. 


Stone advocates total colectomy in Iong- 
standing cases of megacolon; though in the 
exceptional case where the process is lim- 
ited to one segment of the colon, usually 
the sigmoid, resection of this segment alone 
is indicated. He discusses the Swenson 
theory of the cause of congenital mega- 
color. (absence of, or abnormal, nerve plex- 
uses and ganglion cells in the rectum), and 
the Swenson operation (excision of the rec- 
tum with anastomosis of the sigmoid to the 
anus with preservation of the sphincter) 
for its treatment. 


Haroip NEIFELD 


AN EVALUATION OF OXYGEN THERAPY AS AN ADJUNCT IN THE POSTOPERA- 
TIVE MANAGEMENT OF CARCINOMA OF THE RECTUM AND SIGMOID COLON: 
Lloyd F. Sherman and Harry E. Bacon. Am. J. Surg. 81:105-110, (Jan.), 1951. 


Rather marked degrees of anoxia occur 
pre- and postoperatively when morphine 
is used for sedation and analgesia. Here 
some form of oxygen therapy is indicated 
in the immediate postoperative period fol- 
lowing resections for carcinoma of the rec- 
tum and sigmoid colon. Dilaudid hydro- 
chloride produces less anoxia than occurs 
with the use of morphine sulfate. No sig- 


nificant anoxic effects were noted with 
spinal anesthesia when blood pressure was 
stabilized. Little variation was noted in the 
oxygen saturations of blood samples from 
the brachial and femoral arteries during 
spinal anesthesia. One hundred per cent 
oxygen can be more efficiently administered 
via the BLB mask than by the nasal method. 
Dona.p C. CoLLins 


CARCINOID TUMORS OF THE RECTUM: M. C. Tavenner, H. E. Bacon, A. R. Peale. 
J. Internat. Coll. Surgeons, 16:265-284, (Sept.), 1951. 


Carcinoids, slow growing malignant tu- 
mors that arise in the Kutschitzky cells of 
the intestines, form 1.3 per cent of all in- 
testinal tumors, occur most frequently near 
the ileocecal valve (especially in the appen- 
dix and distal ileum), are usually found in 
persons over 40 (except in the appendix, 
25 year olds) and occur more frequently 
in females. Rectal carcinoids are usually 
small (0.5-1.5 cm. in diameter), asympto- 
matic, mobile, frequently occur on the an- 
terior wall, and are diagnosed by biopsy. 


They metastasize through the bowel wall 
to the regional nodes, then to the liver, 
viscera and occasionally elsewhere. Small 
tumors are removed by wide local excision. 
If they recur, ‘a large or multipie radical 
resection is done. Seventy-eight cases of 
carcinoid tumors, including 7 of the au- 
thors’, have been recorded with metastases 
in 10.2 per cent. 


Haro.tp NEIFELD 









































BOOK REVIEWS FOR PROCTOLOGISTS 


X-RAY INTERPRETATION: H. Cecil H. Bull M.A., M.B., M.R.C.P. Honorary Consulting 
Radiologist to the Royal Waterloo Hospital, London, and The General Hospital, Southend- 
On-Sea. With a Chapter on Radiography of the Head by James W. D. Bull, M.A., M.B., 
M.R.C.P., D.M.R. Assistant Radiologist, St. George’s Hospital; Radiologist, Maida Vale 
Hospital for Nervous Diseases; Assistant Radiologist, National Hospital. Second Edition, 
406 pages with 287 original illustrations. Oxford University Press, New York, N. Y., 1951, 


Price $5.50. 


This text is an excellent aid to clinical 
diagnosis. It is particularly useful because 
the emphasis is upon the common pathology 
seen by the clinician, rather than upon rare 
conditions. 


The use of line drawings and silhouettes 
rather than the reproduction of actual films 
will be poetic he an advantage by some, 
and a defect by others. 


The text is very well written, and the 
line drawing illustrations are carefully pre- 
pared. There are excellent sections on bone 
pathology, chest, soft tissues, the GU tract, 
and even on the teeth. Pregnancy is well 
covered, 


The proctologist will be particularly 
eee. in the several chapters covering 
the alimentary tract. A technic of examina- 
tion by barium enema is adequately de- 
scribed. Diseases of the colon are con- 
sidered, such as new growths, inflamma- 
tory diseases, and the congenitally abnormal 
colon. 


This is a relatively brief chapter, but 
the silhouette drawings, and the concise 
descriptions are quite valuable. 


Although this is a book intended 
primarily for radiologists, it will be of value 
to the clinician and the advanced medical 
student. 


PSYCHOSOMATIC GYNECOLOGY: William S. Kroger, M.D., Assistant Clinical Professor 
of Obstetrics and Gynecology, Chicago Medical School: Attending Obstetrician and Gynecolo- 
gist, Edgewater Hospital, Chicago, and S. Charles Freed, M.D., Adjunct in Medicine, Mount 
Zion Hospital, San Francisco, California, 503 pages. W. B. Saunders Co., Philadelphia, Pa., 


1951, Price $8.00. 


Physicians are rapidly becoming aware 
that mind and body cannot be separated. 
As long ago as 380 B.C. Plato said, “For 
this is the great error of our day in the 
treatment Z the human body, that the 
physician separates the soul from the 
body”. The modern physician now recog- 
nizes this as an artificial dichotomy. 


t is thus a healthy sign to see the 
publication of such text books as Psycho- 
somatic Gynecology. 


The text is beautifully organized and 
well written. The historical review provides 
an excellent introduction. 


Nothing is overlooked. The first section 
deals with psychosomatic aspects of fetus 
and infant. The next section takes the 
mother during pregnancy, and this is fol- 
lowed by the psychosomatic aspects of 
neuroendocrinology. Part four deals with 
common psychosomatic problems and the 
last section with methods of diagnosis and 
treatment. 


-~l 


to 


The proctologist will be especially in- 
terested in the section on the anal stage 
and development and the psychogynecic 
disorders arising from maladjustments dur- 
ing this stage. The section on suggestive 
relaxation or hypnosis in labor should in- 
terest the proctologist as well, even though 
he does no obstetrics. This material is 
applicable to the patient undergoing proc- 
tologic surgery under local or regional 
analgesia. The psychologic and physiologic 
aspects of analgesia and anesthesia may 


be applied to any field. 


*" The same may be said for a study of the 


psychosomatic aspects of neuroendocrine 
mechanisms. Inasmuch as proctologists are 
often called upon to make a diagnosis of 
the source of low back pain, they should 
be aware of the psychosomatic aspects of 
this condition. We may say this for pelvic 
pain as well. 


The close relationship of pruritus vulvae 
to pruritus ani need not be stressed to the 
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proctologist. There is an excellent section 
on the psychodynamics of this condition. 


The final section on methods of diagnosis 
and treatment may again be applied to 
every field. 


Thus, although the proctologist will find 


his definitive text on psychosomatic proc- 
tology between the covers of Cantor’s 
“Handbook of Psychosomatic Medicine 
With Special Reference to Intestinal Dis- 
orders”, this text on Psychosomatic Gyne- 
cology will also be of great value. 


RETIRE YOUNG AND START LIVING, Norman D. Ford; 


LANDS IN THE SUN, Norman D. Ford. 


HOW TO EARN AN INCOME WHILE RETIRED, Norman D. Ford. 

WHERE TO FIND OPPORTUNITY TODAY, Norman D. Ford. 

WHERE TO RETIRE ON A SMALL INCOME, Norman D. Ford. 

HOW TO MAKE A LIVING IN THE COUNTRY, Fred Tyler. Harian Publications, Green- 


lawn, New York. 


This series of paper covered pamphlets 
and monographs are reviewed here because 
of the universal interest of retirement to 
the physician. The proctologist is just as 
anxious to plan for his retirement as for 
his practice. However, most of us do not 
plan adequately, or with foresight. 


As the author points out, “Retirement 
really means only one thing; doing what 
you always wanted to do”. For many of 
us this will mean continuation of practice, 
with a limitation in the number of cases 
seen, the number of operations performed, 
or the type of cases interviewed. 


For many others, however, it will mean 
a complete retirement from practice. For 
those who plan the latter type of “retire- 


ment”, these booklets will be of interest 
and value. The philosophy described 
throughout is sound, the locations for living 
at low cost are interesting, and the guide 
to living in the country will appeai to a 
great many physicians. 


“Where To Find Opportunity Today” is 
really intended for the individual who 
wants to start his own small business, farm, 
motel, etc., but will also be of interest to 
those who seek retirement and wish to 
provide a supplementary income. 


These are inexpensive booklets, and 
although not expressly designed for physi- 
cians, they will provide interesting reading 
and guidance. 


HISTORY OF MEDICINE: Cecilia C. Mettler, A.B., Ed.B., A.M., Ph.D. Late Assistant Pro- 
fessor of Medical History, University of Georgia, School of Medicine, and late Associate in 
Neurology, College of Physicians and Surgeons, Columbia University. Edited by Fred A. 
Mettler, A.M., M.D., Ph.D. Associate Professor of Anatomy, College of Physicians and Sur- 
geons, Columbia University. 1215 pages, 16 illustrations. The Blakiston Company, Philadel- 


phia, Pa., 1947. Price $8.50. 


The Mettlers have produced a valuable 
and interesting volume. It is very readable, 
and is set in two column fashion. In style 
and in form, it is thus as readable as a 
daily newspaper. 


The history of the development of 
medicine will be interesting to medical 
students, and practitioners in all fields. 


The unique approach of this history of 
medicine lies in the structural development 
of each branch from its early beginnings 
to modern levels. 


Thus. those interested in dermatology 


will find a special chapter for this subject, 
physical diagnosis another chapter, pedia- 
trics_ still another, surgery a_ separate 
consideration, etc. 


There is unfortunately relatively little 
said about proctology. 


Little progress can be made unless we 
are aware of the developments of the past. 
The “time-binding” mechanism of Korzybski 
is essential to the development of all civil- 
ization—all scientific thought. From this 
viewpoint it is imperative that an adequate 
history of medicine be in every physician’s 
library. 
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PRINCIPLES OF INTERNAL MEDICINE: T. R. Harrison Editor-in-Chief. Paul B. Beeson, 
William H. Resnik, George W. Thorn and M. M. Wintrobe Editors. 1590 pages, 245 illus- 
trations. The Blakiston Company, Philadelphia, Pa., 1950. Price $15.00. 


This is an unusual textbook of medicine 
inasmuch as it emphasizes the functional 
approach to therapy. The 53 contributors 
have all followed the same philosophy in 
developing their subjects. 


The section on fluid balance is a par- 
ticularly well written presentation. The 
same may be said for the sections on heart 
disease, headache, bone disorders, hormonal 
deviations, and the inheritance of human 
disease. 


The approach throughout is to integrate 
the basic sciences with clinical medicine. 
The text is of value, therefore, not only 
to the student, but to the practicing 
physician. Thus, the text begins with a 
section on “Approach To The Patient”. The 
unitary or psychosomatic approach is evi- 
dent throughout the entire text. 


It is interesting to note that a consid- 


eration of fever and alterations in leucocytes 
is to be found in the section, “Reactions 
To Stress and To Antigenic Substances”. 


Although the bibliographies are generally 
brief, they are entirely adequate. 


The proctologist will be interested in 
the chapter on General Considerations of 
Pain, Inheritance of Human Disease, Prin- 
ciples of Neoplasia, Changes in Fluid 
Balance, etc., Psychologic Reactions to 
Stress, The Chemotherapy of Infection, 
Salmonella and Bacillary Dysentery Infec- 
tions, Chancroid, The Protozoan Infections, 
and Diseases caused by round worms and 
flat worms, and the section on diseases of 
the colon and rectum. The latter section is 
somewhat disappointing insofar as it covers 
only cancer, benign tumors, ulcerative 
colitis, diverticulosis and diverticulitis and 
megacolon. 


HOW TO IMPROVE YOUR SEXUAL RELATIONS: Edwin W. Hirsch, M.D. Member of 
the American Urological Association, Chicago Urological Society, American Medical Associa- 
tion. Formerly Associate in Urology, College of Medicine, University of Illinois. 64 pages. 
Zeco Publishing Company, Chicago, IIl., 1951, Price $1.00. 


This little pamphlet offers an abbreviated 
approach to sex education. It is intended 


for the layman, but the language seems 
too technical for the average reader. 





HUMAN PHYSIOLOGY: Bernardo A. Houssay, M.D. Professor of Physiology; Director of 
the Institute of Biology and Experimental Medicine, Buenos Aires, Argentina, Juan T. Lewis, 
M.D. Professor of Physiology; Director of the Institute for Medical Research, Rosario, Ar- 
gentina, Oscar Orias, M.D. Professor of Physiology; Director of the Mercedes and Martin 
Ferreyra Instiute for Medical Research, Cordoba, Argentina, Eduardo Braun Menendez, M.D. 
Professor of Physiology; Member of the Institute of Biology and Experimental Medicine, 
Buenos Aires, Argentina, Enrique Hug, M.D. Professor of Pharmacology of the School of 
Medicine, Rosario, Argentina, Virgilio G. Foglia, M.D. Professor of Physiology; Member of 
the Institute of Biology and Experimental Medicine, Buenos Aires, Argentina and Luis F. 
Leloir, M.D. Director of the Institute for Biochemical Research, Campomar Foundation, 
Buenos Aires, Argentina. 1118 pages, 499 illustrations, McGraw-Hill Book Company, Inc., 
1951. Price $14.00. 


This is a rather remarkable text on 
physiology, originating in Argentina. The 
most outstanding section of the text is the 
description of endocrine physiology. The 
entire text, however, is well written, thor- 
oughly authoritative and up-to-date. 


clinician should be acquainted with the 
principles of modern physiology. 


The fact that human physiology is con- 
sidered in the general context of com- 
parative physiology, improves the value of 
the text. 

Although a text of this type is primarily 


of interest to the medical student, every The physician who is acquainted with 
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physiological principles is the best physician. 
ie will be in a position to improve the 
range and quality of his work, whether 
it be in internal medicine or in surgery. 


The proctologist will be especially in- 


terested in the section on the motor func- 
tions of the digestive tract, and on general 
intestinal os: eat Of course, he should 
be interested in all basic physiology. 


CUNNINGHAM’S TEXT-BOOK OF ANATOMY: Edited by James Couper Brash, M.C., 
M.A., M.D., D.Sc., F.R.C.S. Ed., F.R.S.E. Professor of Anatomy, University of Edinburgh. 
Ninth Edition. 1604 pages, illustrated by 1252 text figures, 699 of which are printed in 
colors, and 88 plates including 145 radiographs. Oxford University Press, New York, N. Y., 


1951, Price $14.00. 


The ninth edition of this classical text- 
book appears 7 years after the eighth 
edition. There is thus a change in author- 
ship of several sections. From every point 
of view the text continues to be highly 
authoritative, and one of the best in its 


field. 


The editor states, “the text of this edition 
has again been thoroughly revised by all 
the contributors and brought up-to-date by 
the insertion of numerous references to 
new work in their several subjects.” 


The new material in embryology is par- 
ticularly noteworthy. However, the major 
change seems to be the inclusion of a list 
of references at the end of each section. 
The text thus becomes a reference work as 


well as a students “bible”. 


There have been many changes in 
illustrations and ‘there are 25 new ones. 
Twenty-three new radiographic plates have 
been added. This series of plates is a par- 
ticular feature, as it has been in the 
previous two editions. 


All surgeons should be well grounded 
in basic anatomy. The proctologist, of 
course, is no exception. It is a little dis- 
appointing not to find a full discussion of 
the newer anatomy of the anal sphincters 
and the various surgical anorectal spaces. 


However, as a text for the student, it 
would be very difficult to improve upon 
Cunningham’s Text-Book of Anatomy. 


ANTIBIOTIC THERAPY: Henry Welch, Ph.D., Director, Division of Antibiotics, Food and 
Drug Administration, Federal Security Agency of the United States Government, and Charles 
N. Lewis, M.D., Medical Officer, Division of Antibiotics, Food and Drug Administration, 
Federal Security Agency of the United States Government, foreword by Chester S. Keefer, 
M.D., Wade Professor of Medicine, Boston University School of Medicine, Chairman, Com- 
mittee on Medicine and Chairman, Committee on Chemotherapy of the National Research 
Council. 562 pages. The Arundel Press, Inc., Washington, D. C. 


This excellent text is divided into three 
main sections. The first deals with the dis- 
coverers of the various antibiotics, and their 
development. In the second section each 
antibiotic is discussed in detail, including 
its pharmacology and therapeutic dosage. 
In the last part of the book specific diseases 
are described in their relationship to anti- 
biotic therapy. 


The practice of medicine has changed 
completely since the development of the 
antibiotics. Thus, any text that brings the 
practitioner up-to-date is valuable. This 
text adequately presents the current status 
of the available antibiotics in the therapy 


of infectious diseases. 


The reader will find a discussion of anti- 
biotics not yet commercially available, such 
as polymycin, neomycin, mycomycin and 
viomycin. However, the major material deals 
with the available, and well-known anti- 
biotics. 


The proctologist will find much of inter- 
est in this text, including a discussion of 
intestinal tract infections, Salmonella en- 
teritis, ulcerative colitis, amebiasis, infec- 
tious diarrhea of the newborn, lympho- 
granuloma venereum, granuloma inguinale, 
chancroid, etc. 





Painless Rectal Surgery! 


Freedom from pain is the goal of the proctologist. 


RECTOCAINE offers freedom from pain both before 
and after surgery! 


RECTOCAINE permits immediate ambulation 
(Ambulatory Proctology—Cantor) 


RECTOCAINE may be used in hospital or office to 
treat or prevent pain! 


RECTOCAINE offers rapid return to work for the 
patient! 


RECTOCAINE 


The Oil Soluble Anesthetic of Choice 
Boxes of 6, 25 or 100, 5 c.c. sterile ampoules 
Also in ointment or suppositories 


C. F. KIRK CO., 521 West 23rd Street, New York 11, N. Y., U.S.A. 
SAMPLES AND LITERATURE ON REQUEST 











COSMO CUTTING UNIT 
with Use this blank for subscribing to 
Finger-Tip Heat Control 


Compact. Easy to use. Blade operates 
thermally at temperature that can be reg- 


THE AMERICAN JOURNAL OF 
ulated for all cutting, cauterization and PRO CTOLOGYT 
coagulation procedures. Plug in on 110 AC 


or DC current, 6 months guarantee. { 4" 1819 Broadway 
Thousands of satisfied users includ- 
ing leaders in Proctology. New York 23, N. Y. 


Safe! Enclosed please find $ 





No spark gap. | : ! which you are to enter my subscription to 
Operates yy i 

on heat me THE AMERICAN JOURNAL OF PROCTOLOGY, 
alone. Per- 
mits use of 
ethyl, below. 

chloride 

ma : iE 1 1 year $2.50 CL 2 years $4.50 
similar agents. ' ($3.50 foreign) ($6.00 foreign) 


starting with the next issue, as indicated 





Literature Available. 


4215 Virginia Ave. 
Cosmo Cautery Co. St. Louis 11, Mo. 





Only 
x Name 
$42.50 ii 


Complete 











(please print) 
Address ....... 





2 ET 














